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Summary of the Major Research Project 
 
Section A: Prevalence of anxiety amongst cancer survivors (CS) is high and growing 
evidence suggests benefits of individual, or group, CBT in reducing anxiety. However, 
previous reviews were either cancer specific or specified cancer severity. Hence, there 
is a lack of a review looking at group CBT effectiveness on anxiety across different 
cancers and severity that this review aims to explore. A systematic review was 
conducted and twelve RCT studies were reviewed. Results indicated that group CBT 
interventions were effective in improving anxiety in CS across cancer types. Short-
term interventions also produced positive results. Implications for future research were 
discussed.   
 
Section B: Cancer diagnosis impacts significantly on patients’ anxiety and quality of 
life. Although studies investigating the effectiveness of group CBT in CS have 
increased, there remains a paucity of data exploring CS experiences. This study aims to 
investigate CS’ experiences of receiving group CBT for anxiety. Qualitative grounded 
theory methodology was applied. Thirteen CS attended a telephone or face-to-face 
interview. A framework was developed and findings indicated that group CBT seemed 
acceptable amongst CS, a range of positive and negative experiences were reported and 
anxiety improved. Some of the mechanisms of change were understanding anxiety, 
connection with others, accepting cancer, greater hope about the future and access to 
CBT tools. 
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Abstract 
Background: There is a rapid increase in people surviving cancer and this will create 
pressure on services that are already resource constrained. Prevalence of anxiety 
amongst cancer survivors (CS) is high and growing evidence suggests benefits of 
individual or group CBT in reducing anxiety. Previous reviews were specific to cancer 
sites; hence, a review on group CBT effectiveness for anxiety across different cancers 
and severity is needed. 
Aims: To determine whether group CBT interventions are effective for improving 
anxiety amongst CS with different diagnosis and severity. 
Methods: A systematic literature search was conducted of RCT studies of group CBT 
for CS that reported anxiety outcomes. Searches were conducted in MEDLINE, 
PsycINFO, CINAHL and Cochrane Library databases. 
Results: Twelve RCT studies were identified and reviewed. Most studies indicated 
that interventions seemed to be clinically effective in improving anxiety across cancer 
types. Short-term interventions seemed to produce positive results. 
Conclusions: Despite the encouraging findings suggesting group CBT effectiveness 
for anxiety, intervention duration and CBT techniques utilised varied across studies. 
Clinicians are encouraged to deliver short-term interventions that may help to reduce 
waiting lists. More empirical studies conducted in the UK are needed including 
BAME, younger and older adult participants. 
  
 
Keywords: group CBT, cancer survivors, anxiety, RCT 
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Introduction 
There are more than 200 cancer types (Cancer Research UK, 2017) and 
approximately 14.1 million people worldwide are diagnosed with cancer every year 
(Torre et al., 2015). With advances in the detection and treatment resulting in an 
estimated two million people living with and beyond cancer in the UK (World Cancer 
Research Fund, WCRF, 2018), the number of cancer survivors (CS) is rapidly 
increasing (Macmillan Cancer Support, 2008).  
The definition of cancer survivors used in this review was the one suggested by 
the WCRF (2018): “…cancer survivors are defined as all people who have been 
diagnosed with cancer, including before, during, and after treatment” (p. 5). 
The National Cancer Taskforce Report, at the NHS Long Term Plan 
Implementation (NHS England, 2019), aims to promote earlier cancer diagnoses, and 
considers that CS should receive personalised follow-up care. If cancers are detected 
earlier, people might live much longer following cancer diagnosis as, according to the 
World Health Organization (WHO, 2019), earlier cancer detection results in better 
responses to treatments, as well as better cancer prognosis and survival. 
With more people living with and beyond cancer diagnoses, services are likely 
to receive significantly more referrals over time and psychological services need to 
develop capacity to be able to provide appropriate help and support for CS. 
Anxiety prevalence in cancer survivors 
There is a high prevalence of depression and anxiety in CS that seems to have 
negative effects on people’s health-related quality of life (QoL, Nikbakhsh, Moudi, 
Abbasian, & Khafri, 2014). According to Klotz (2013), many people develop anxiety 
following cancer diagnosis due to it being a stressful and anxiety provoking situation. 
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Therefore, anxiety is very common in CS and can occur as a result of several factors 
such as: cancer symptoms, cancer diagnosis, cancer investigations, fear of cancer 
recurrence, as well as responses to cancer treatments including, response to 
chemotherapy, radiotherapy, and surgery (Andersen et al., 2004).  
A longitudinal study revealed that almost half of participants diagnosed with 
breast cancer experienced anxiety during their first year of cancer diagnosis and high 
levels of anxiety persisted over time (Burgess, Cornelius, Love, Graham, Richards, & 
Ramirez, 2005). In line with this high prevalence of anxiety amongst CS, the National 
Institute for Health and Clinical Excellence (NICE, 2004) recommends that all CS 
should have access to psychological support and CS who experience severe 
psychological distress should be offered support from psychological specialists.  
Evidence-base for Cognitive Behavioural Therapy interventions for 
anxiety 
Cognitive Behavioural Therapy (CBT) is a form of psychotherapy that explains 
how thoughts and behaviours are interlinked and can affect people's feelings (Beck, 
Rush, Shaw & Emery, 1979). CBT is an evidence-based psychological intervention for 
anxiety and includes the application of a number of cognitive and behavioural 
techniques (Anderson, Watson, & Davidson, 2008; NICE, 2011). Anderson et al. 
(2008) described several examples of CBT cognitive techniques including identifying 
and challenging negative automatic thoughts, anxiety diaries, creating alternative 
positive thoughts, and linking thoughts, feelings, behaviours and physical symptoms. 
CBT behavioural techniques include goal setting, planning and implementing 
activities, and relaxations techniques. 
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Individual CBT interventions for anxiety in CS 
There are several studies suggesting that individual CBT can help reduce 
anxiety in CS presenting with different cancer types (Vartolomei, Shariati, & 
Vartolomei, 2018; Ye et al., 2018). Some studies have also shown positive benefits of 
individual CBT interventions for patients with terminal cancer (Greer et al., 2012). A 
recent meta-analysis indicated efficacy of individual CBT interventions for treating 
anxiety in cancer patients (Ye et al., 2018). 
Online and Telephone CBT interventions for anxiety in CS 
A systematic review investigating the efficacy of online interventions for CS 
showed mixed findings (McAlpine & Martin-Sanchez, 2015). Despite this, another 
review conducted by McCaughan et al. (2017) reported that some studies were 
successful in reducing anxiety in beast cancer patients.  
Furthermore, a study involving participants with various cancer types has also 
concluded that a telephone CBT intervention was successful, and clinically effective, 
in reducing anxiety (Watson, White, Lynch, & Mohammed, 2017).  
Group CBT interventions for CS 
Evidence also suggests that on top of experiencing high levels of emotional 
distress, CS also experience high levels of other quality of life issues including fatigue 
and sleeping problems. Some literature has indicated that group CBT interventions 
have been successful in improving fatigue in CS (Cohen & Fried, 2007). There is also 
extensive literature suggesting the effectiveness of group CBT for the treatment of 
sleep problems including insomnia (Garland et al., 2014). 
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Due to the high prevalence of depression and anxiety in CS, a number of group 
CBT studies have been conducted and some studies have shown positive benefits 
(Faller et al., 2013).  
Rationale and review aim 
Duncan et al. (2017) identified a number of systematic reviews assessing 
effectiveness of physical activity and diet interventions for CS some of which used 
CBT techniques. Therefore, lifestyle interventions were not included in the proposed 
review, as there seemed to be sufficient literature in this area.  
Third-wave CBT interventions for CS such as Mindfulness-based interventions, 
Acceptance and Commitment Therapy (ACT), or Cognitive Behaviour Stress 
Management Interventions (CBSM), have been well reported in the literature. There is 
a meta-analysis of Mindfulness-based interventions amongst breast CS (Huang, He, 
Wang & Zhou, 2016), a recent review on ACT interventions in cancer (González-
Fernández, S. & Fernández-Rodríguez, C., 2019) as well as several studies examining 
CBSM. Therefore, third-wave CBT interventions were excluded. 
Additionally, as there were at least two reviews on group CBT for insomnia 
(CBT-I) for CS, these specific interventions were excluded (Garland et al., 2014; 
Johnson et al., 2016). 
Moreover, there has been at least two reviews on online interventions for 
cancer populations (McAlpine & Martin-Sanchez, 2015; McCaughan et al. 2017) and 
there seemed to be insufficient telephone interventions conducted with CS. Thus, both 
online and telephone interventions were not reviewed. 
Overall, there seems to be a significant number of reviews examining 
psychosocial interventions for CS. For instance, one review looked at psychosocial 
interventions to improve QoL and mood for recently diagnosed CS (Galway, Black, 
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Cantwell, Cardwell, Mills & Donnelly, 2012); another reviewed psychosocial 
interventions for men with prostate cancer (Parahoo et al., 2015), another solely for 
head and neck cancers (Semple, Parahoo, Norman, McCaughan, Humphris, & Mills, 
2013) and another for women with non-metastatic breast cancer (Jassim, Whitford, 
Hickey, & Carter, 2015).  There has also been a review of educational studies for CS 
(Bennett et al., 2016).  
Due to the high number of research studies conducted using psychosocial 
interventions for CS, Duncan et al. (2017) conducted a review of systematic reviews 
for non-pharmacological interventions for CS. Therefore, for this review to be viable it 
had to be very specific regarding type of interventions included.  
This review aims to explore group CBT interventions for anxiety in CS as no 
previous reviews were identified in this area. A recent meta-analysis explored the 
efficacy of individual and group CBT for mood and QOL for women with early stage 
breast cancer (Sun et al., 2019). However, this differs from the proposed review as it is 
cancer and stage specific. 
Furthermore, although another review on psychosocial interventions for mood 
and quality of life in CS has been conducted, including individual and group 
psychosocial interventions, this review was conducted more than 10 years ago. This 
review is likely to be outdated. As there has been significant research published since 
that would not have been captured by this review (Osborn, Demoncada, & Feuerstein, 
2006).  
In sum, there has been an increase in psychological interventions for CS, 
namely group CBT interventions over recent years. However, despite this, there is 
paucity in the literature, comparing group CBT studies for anxiety offered to CS, to 
determine their effectiveness in improving anxiety that is the main aim of this review. 
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Due to the high volume of psychosocial interventional studies published, this review 
has included solely group CBT studies that have administered at least one cognitive 
and one behavioural technique in their intervention.  
In sum, this study aims to answer the following research question: what is the 
effectiveness of group CBT interventions for anxiety in CS? 
Methods 
Literature search strategy  
Preliminary searches using broad search terms were conducted to determine the 
relevance of the topic area and need for a review. A systematic review was conducted 
following the Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) guidelines (Moher et. al, 2015). The search terms were initially extracted 
by checking relevant published literature reviews. The search terms were reviewed by 
academic supervisors and by a specialist clinical psychologist working in oncology. 
The final search terms included word variations of “cancer survivor”, “group cognitive 
behaviour therapy”, “anxiety” and “randomised controlled trial”. Boolean operators 
AND, OR and the truncation symbol (*) were used to ensure all relevant studies were 
included in the search.  
The full search terms list (Appendix A) was: (cancer survivor* OR cancer 
patient* OR neoplasm*) AND (group cognitive behav* OR group cognitive OR group 
behav* OR group CT OR group CBT OR group based cognitive OR group based 
behav* OR group based CT OR group based CBT) AND (RCT OR randomised 
controlled OR randomized controlled OR random*) AND (anxiety OR worry* OR 
worrie* OR anxious). 
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The databases selected were based on those commonly used in other reviews in 
psycho-oncology. A final search was conducted on the 4
th
 November 2019 using four 
electronic databases: PsycINFO, MEDLINE, CINAHL and the Cochrane Database of 
Systematic Reviews. The inclusion of systematic reviews and trials identified through 
the Cochrane database was to check for any additional papers that may not have been 
detected using the other databases. No date restrictions were applied. 
Eligibility criteria 
Inclusion criteria: 
Studies were included if: participants were adults over the age of 18; 
participants were CS of any type of cancer; they employed a randomised-controlled 
trial (RCT) experimental design; they examined anxiety; participants received a face-
to-face Group-based Cognitive Behavioural Therapy (CBT) intervention; and the 
intervention included at least one cognitive and one behavioural technique.  
Any group-based CBT intervention was accepted as long as they specified 
being a CBT intervention covering at least one cognitive and behavioural technique in 
the study intervention.  
Exclusion criteria: 
Studies were excluded if: they did not satisfy any of the inclusion criteria, they 
were not written in English, they were not a peer review article, the interventions were 
for caregivers, interventions were for couples, interventions were for healthcare 
professionals, they were solely self-help interventions, they were poster or conference 
abstracts with no publication of full article, or if they were a review of the literature.  
The following non-traditional CBT and third wave interventions were 
excluded: online or telephone interventions, lifestyle interventions, mindfulness-based 
interventions, acceptance and commitment therapy interventions, cognitive behavioural 
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stress management interventions (CBSM), cognitive behavioural therapy for insomnia 
(CBT-I), cognitive rehabilitation studies, cognitive-existential studies or counselling or 
mentor based interventions.  
Studies that had only included either a cognitive (such as cognitive therapy) or 
behavioural intervention (such as behavioural intervention) were excluded. The 
decision on using studies that had both a cognitive and behavioural component was 
based on previous reviews suggesting that it enables a clearer comparison between 
interventions (Weston, Hodgekins & Langdon, 2016).  
Search results 
All search results (n=1518) were transferred to the reference management tool 
ProQuest RefWorks (Hendrix, 2004) and duplication of articles (n=52) were removed. 
The remaining articles (n=1466) were screened against the inclusion and exclusion 
criteria, by title and abstract. Then, the author read the abstract and full text of all 
eligible articles (n=281). Reference list screening from relevant papers and searches 
conducted on Google Scholar did not identify any additional studies (n=0). The 
Cochrane Collaboration Risk of Bias II tool (Sterne et al., 2019) quality assessment 
tool was used to guide data extraction.  
As a result, the screening obtained a total of 12 studies that were included in 
this review. Figure 1 displays the PRISMA diagram of the search results and screening 
process. 
 
Figure 1. PRISMA four-phase flow diagram of study selection of the systematic review 
adapted from Moher et al. (2015) 
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Identification 
Screening 
Eligibility 
Included 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Records identified through databases 
Medline (n=11) + PsycINFO (n=699) +  
CINAHL (n=15) +  
The Cochrane Library (n=793) 
n= 1518 
Full-text articles assessed 
for eligibility 
n= 281 
Records Excluded n=1133 
Not CBT n= 391 
Not RCT n= 53 
Qualitative study n= 48 
Review/Meta-Analysis n= 57 
Online intervention n= 97 
Telephone intervention n= 20 
Not group intervention n= 78 
Conference abstract n= 52 
Couples intervention n= 14 
Lifestyle intervention n= 138 
Article not in English n= 9 
Protocol n= 93 
Book n= 27 
Children population n = 51 
Carers population n=5 
Number of duplicates n= 52 
Records screened for relevance  
(title/abstract) 
n= 1466 
Records Excluded n= 269 
Not CBT n= 89 
Not RCT n= 6 
Not anxiety n= 29 
Conference abstract n= 21 
Lifestyle intervention n= 14 
Not group intervention n= 44 
Article not in English n= 5 
Online/Telephone 
interventions n= 53 
Couples interventions n= 8 
 
 
 
 
 
 
 
Studies included n= 12 
Additional records identified 
through reference lists and 
Google Scholar  
n= 0 
References searched for further 
articles n=0 
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Quality assessment 
A quality assessment tool was used to guide data extraction and critiquing of the 
quality of reporting made by the studies identified. Thus, the risk of bias was assessed 
to determine the quality of the methodology of the studies included in this systematic 
review, using the latest version of the Cochrane Collaboration Risk of Bias II tool 
(Sterne et al., 2019). This was the chosen tool for assessing risk of bias due to its 
strong clinical and empirical evidence for randomised controlled trials (Liberati et al., 
2009; Sterne et al., 2019).  According to Sterne et al. (2019), the revised tool evaluates 
all types of bias in these five main domains: 1) bias arising from the randomization 
process; 2) bias due to deviations from intended interventions; 3) bias due to missing 
outcome data; 4) bias in measurement of the outcome and, 5) bias in selection of the 
reported result. Each study’s overall risk of bias rating was calculated and illustrated in 
Table 1. More detailed descriptions on risk of bias are summarised in Tables 2 and 3 
(see Appendix). Subsequent to this screening, findings were summarised, critiqued, 
and implications for the future were stated before making final conclusions. 
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Table 1. Summary of Cochrane Risk of Bias II tool (Sterne et al, 2019) applied to all studies included   
       
 
Risk of Bias 
Domain 
Risk of 
bias 
 
Abad et 
al. 2016 
Quasi 
experim 
ental 
Chilcot 
et al. 
2014 
Doulbeault 
et al 
2009 
Edelman 
et al 
2009 
Evans et 
al 1995 
Herschbach 
et al. 
2010 
Korstjens 
et al.  
2011 
Kwekkeboom 
et al. 
2018 
Merckaert 
et al. 
2017 
Qiu  
et al. 
2013 
Ren     
et al. 
2019 
Siddons  
et al. 
2013 
1. 
Randomisation 
process 
Risk of 
bias 
Low  Low  Low Low Some 
concerns 
Low Some 
concerns 
Low Low Low Low Low 
2. Deviations 
from intended 
interventions 
 
Risk of 
bias 
Low Low Low Low Low Low Low Some 
concerns 
Low Low Low Low 
3. Due to 
missing 
outcome data 
Risk of 
bias 
Low Low Low Low Low Low Low Low Low Low Low Low 
4. 
Measurement 
of the outcome 
Risk of 
bias 
 
Low Low Low Low Low Low Low Low Low Low Low Low 
5. Selection of 
the reported 
result 
Risk of 
bias 
 
Low  Low Low Low Low Low Low High Low Low Low High 
 OVERALL 
RISK OF 
BIAS 
Low Low Low Low Some 
concerns 
Low Some 
concerns 
High Low Low Low High 
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Table 2. Cochrane Risk of Bias II tool (Sterne et al, 2019) applied to studies included 1-6.  
 
Risk of Bias 
Domain 
Questions 
Y/PY/PN/N/NI* 
Abad et 
al. 2016 
Quasi 
experim 
ental 
Chilcot 
et al. 
2014 
Doulbeault 
et al 
2009 
Edelman 
et al 
2009 
Evans et 
al 1995 
Herschbach 
et al. 
2010 
1. 
Randomisation 
process 
1.1 Was the allocation sequence random? PY Y Y Y PY Y 
1.2 Was the allocation sequence concealed until participants 
were enrolled and assigned to interventions? 
Y Y Y Y NI PY 
1.3 Did baseline differences between intervention groups 
suggest a problem with the randomization process? 
N N N N N N 
Risk of bias judgement 
 
Low  Low  Low Low Some 
concerns 
Low 
2. Deviations from 
intended 
interventions 
2.1. Were participants aware of their assigned intervention 
during the trial? 
PY Y Y Y Y Y 
2.2. Were carers and people delivering the interventions 
aware of participants' assigned intervention during the trial? 
Y Y Y Y Y Y 
2.3. If Y/PY/NI to 2.1 or 2.2: Were there deviations from the 
intended intervention that arose because of the trial context? 
N N N N PN N 
2.4 If Y/PY to 2.3: Were these deviations likely to have 
affected the outcome? 
---- ---- ---- ---- ---- ---- 
2.5. If Y/PY/NI to 2.4:Were these deviations from intended 
intervention balanced between groups? 
---- ---- ---- ---- ---- ---- 
2.6 Was an appropriate analysis used to estimate the effect of 
assignment to intervention? 
PY Y Y PY Y Y 
2.7 If N/PN/NI to 2.6: Was there potential for substantial 
impact (on the result) of the failure to analyse participants in 
the group to which they were randomized? 
----- ---- ---- ---- ---- ---- 
 
Risk of bias judgement 
Low Low Low Low Low Low 
3. Due to missing 
outcome data 
3.1 Were data for this outcome available for all, or nearly all, 
participants randomized? 
Y Y Y Y Y Y 
3.2 If N/PN/NI to 3.1: Is there evidence that the result was 
not biased by missing outcome data? 
---- ---- ---- ---- ---- ---- 
3.3 If N/PN to 3.2: Could missingness in the outcome depend 
on its true value?  
---- ---- ---- ---- ---- ---- 
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3.4 If Y/PY/NI to 3.3: Is it likely that missingness in the 
outcome depended on its true value? 
---- ---- ---- ---- ---- ---- 
Risk of bias judgement Low Low Low Low Low Low 
4. Measurement of 
the outcome 
4.1 Was the method of measuring the outcome 
inappropriate? 
N N N N N N 
4.2 Could measurement or ascertainment of the outcome 
have differed between intervention groups? 
N N N N N N 
4.3 If N/PN/NI to 4.1 and 4.2: Were outcome assessors aware 
of the intervention received by study participants? 
PY N PY Y Y Y 
4.4 If Y/PY/NI to 4.3: Could assessment of the outcome have 
been influenced by knowledge of intervention received? 
PN ---- PN PN PN PN 
4.5 If Y/PY/NI to 4.4: Is it likely that assessment of the 
outcome was influenced by knowledge of intervention 
received? 
---- ---- --- ---- ---- ---- 
Risk of bias judgement 
 
Low Low Low Low Low Low 
5. Selection of the 
reported result 
5.1 Were the data that produced this result 
analysed in accordance with a pre-specified analysis plan 
that was finalized before unblinded outcome data were 
available for analysis? 
Y Y Y Y PY Y 
Is the numerical result being assessed likely to have been 
selected, on the basis of the results, from... 
5.2. ... multiple eligible outcome measurements (e.g. scales, 
definitions, time points) within the outcome domain? 
N N N N N N 
5.3 ... multiple eligible analyses of the data? 
 
PN PN N N N N 
Risk of bias judgement 
 
Low  Low Low Low Low Low 
OVERALL RISK OF BIAS Low Low Low Low Some 
concerns 
Low 
 
*Y = Yes; PY = Probably Yes; PN = Probably No; N= No, NI= No Information 
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Table 3. Cochrane Risk of Bias II tool (Sterne et al, 2019) applied to studies included 7-12. 
 
 
Risk of Bias Domain Questions 
Y/PY/PN/N/NI* 
Korstjens 
et al.  
2011 
Kwekkeboom 
et al. 
2018 
 
Merckaert 
et al. 
2017 
Qiu  
et al. 
2013 
Ren     
et al. 
2019 
Siddons  
et al.  
2013 
1. 
Randomisation 
process 
1.1 Was the allocation sequence random? No Y Y Y Y Y 
1.2 Was the allocation sequence concealed until 
participants were enrolled and assigned to interventions? 
Y Y Y Y Y Y 
1.3 Did baseline differences between intervention groups 
suggest a problem with the  andomization process? 
PN N N N N N 
Risk of bias judgement 
 
Some 
concerns 
Low Low Low Low Low 
2. Deviations from 
intended 
interventions 
2.1. Were participants aware of their assigned intervention 
during the trial? 
Y N Y Y Y Y 
2.2. Were carers and people delivering the interventions 
aware of participants' assigned intervention during the 
trial? 
Y Y Y Y Y Y 
2.3. If Y/PY/NI to 2.1 or 2.2: Were there deviations from 
the intended intervention that arose because of the trial 
context? 
N PY N N N N 
2.4 If Y/PY to 2.3: Were these deviations likely to have 
affected the outcome? 
---- PN ---- ----- ---- ---- 
2.5. If Y/PY/NI to 2.4:Were these deviations from intended 
intervention balanced between groups? 
---- ---- ---- ---- ---- ---- 
2.6 Was an appropriate analysis used to estimate the effect 
of assignment to intervention? 
Y Y Y Y Y Y 
2.7 If N/PN/NI to 2.6: Was there potential for substantial 
impact (on the result) of the failure to analyse participants 
in the group to which they were randomized? 
---- ---- ---- ---- ---- ---- 
 
Risk of bias judgement 
Low Some 
concerns 
Low Low Low Low 
3. Due to missing 
outcome data 
3.1 Were data for this outcome available for all, or nearly 
all, participants randomized? 
Y Y Y Y Y PY 
3.2 If N/PN/NI to 3.1: Is there evidence that the result was 
not biased by missing outcome data? 
---- ---- ---- ---- ---- ---- 
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3.3 If N/PN to 3.2: Could missingness in the outcome 
depend on its true value? 
---- ---- ---- ---- ---- ---- 
3.4 If Y/PY/NI to 3.3: Is it likely that missingness in the 
outcome depended on its true value? 
---- ---- ---- ---- ---- ---- 
Risk of bias judgement Low Low Low Low Low Low 
4. Measurement of 
the outcome 
4.1 Was the method of measuring the outcome 
inappropriate? 
PN PN N N N N 
4.2 Could measurement or ascertainment of the outcome 
have differed between intervention groups? 
N N N N N PN 
4.3 If N/PN/NI to 4.1 and 4.2: Were outcome assessors 
aware of the intervention received by study participants? 
Y Y Y Y N Y 
4.4 If Y/PY/NI to 4.3: Could assessment of the outcome 
have been influenced by knowledge of intervention 
received? 
PN PN PN PN ---- PN 
4.5 If Y/PY/NI to 4.4: Is it likely that assessment of the 
outcome was influenced by knowledge of intervention 
received? 
---- ---- ---- ---- ---- ---- 
Risk of bias judgement 
 
Low Low Low Low Low Low 
5. Selection of the 
reported result 
5.1 Were the data that produced this result analysed in 
accordance with a pre-specified analysis plan that was 
finalized before unblinded outcome data were available for 
analysis? 
Y PY Y Y Y Y 
Is the numerical result being assessed likely to have been 
selected, on the basis of the results, from... 
      
5.2. ... multiple eligible outcome measurements (e.g. scales, 
definitions, time points) within the outcome domain? 
N N PN N N N 
5.3 ... multiple eligible analyses of the data? 
 
N PY N N N Y 
Risk of bias judgement 
 
Low High Low Low Low High 
OVERALL RISK OF BIAS Some 
concerns 
High risk Low Low Low High risk 
 
 
CANCER SURVIVORS’ EXPERIENCES OF GROUP COGNITIVE BEHAVIOURAL THERAPY 27 
 
Table 4. Summary of study characteristics. 
 
Author 
(year) 
Country Sample (n, 
age, gender, 
ethnicity) 
Clinical 
Population 
(cancer type) 
Intervention(s) type and 
Control groups 
Intervention 
duration 
Follow up Main 
outcome 
variables 
Measures Results 
Abad et al.  
(2016) 
 
 
Iran N= 36  
 
Mean age = 
not reported 
(age ranged  
26-65) 
100% female 
Ethnicity = 
not reported 
 
 
Breast cancer 3 arm RCT group:  
CBT intervention 
ACT intervention 
Control group 
 
Control group did not receive any 
intervention. 
8 sessions (both 
intervention arms)  
3 months post 
therapy 
Stress 
Anxiety 
Depression 
Depression, Anxiety and Stress 
Scale (DASS) 
 
Demographic Questionnaire 
 
ACT and CBT are effective in 
reducing depression. 
 
CBT is more effective than 
ACT in reducing depression.  
 
CBT not statistically effective 
in reducing anxiety. 
Chilcot, et al. 
(2014).  
 
U.K. N= 96 
 
Mean age 
(SD) = 53.61 
(7.93) 
 
100% 
women 
 
85% white 
 
Breast cancer 
 
Patients f  
2 arm RCT 
Usual care or  
Usual care plus group CBT 
Group CBT included psycho-
education, paced breathing, 
cognitive and behavioural 
strategies to manage HFNS  
 
 
 
6 weeks (weekly 90 
min session) 
9 weeks after 
randomisation 
(about 2 weeks 
after 
treatment) 
 
26 weeks after 
treatment 
(about 19 
weeks after 
treatment) 
HFNS 
Depression 
Anxiety 
Stress 
QoL 
 
Hot Flush Rating Scale/ Beliefs 
Scale 
 
The HFNS Behaviour Scale 
 
The Perceived Stress Scale 
 
Subscales of the Women’s 
Health Questionnaire (WHQ) 
 
The Somatosensory 
Amplification Scale (SSAS) 
 
The Revised Life Orientation 
Test (LOT-R) 
Group CBT significantly 
reduced HFNS problem rating 
at 9 weeks (mean difference –
1·67, 95% CI –2·43 to –0·91;  
P<0.0001).  
Improvements were 
maintained at 26 weeks 
(mean difference –1·76, –2·54 
to –0·99; p<0.0001). 
 
Effective on reducing anxiety, 
sleep problems and improved 
quality of life. 
 
 
 
Dolbeault, et 
al. (2009).  
 
 
France N= 203 
 
Mean age 
(SD)=  
53.05(9.45) 
 
100% female 
 
Breast cancer 
who had 
completed 
primary 
treatment 
 
No recurrence 
and no 
Psycho-educational CBT 
intervention group 
Waiting-list control group 
The groups were composed of 8–
12 participants  
 
 
 
8 week programme 
of 2h sessions  
 
1 month post 
intervention 
Anxiety 
 
Psychologica
l adjustment  
State-Trait Anxiety Inventory 
(STAI) 
 
Profile of Mood States (POMS)  
 
The Mental Adjustment to 
Cancer Scale (MAC)  
 
Significant reduction in 
anxiety, anger, and 
depression. 
 
Improvement in 
interpersonal relationships, 
health status and fatigue 
levels.  
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Ethnicity=  
not reported 
 
 
 
 
metastases   
 
EORTC core quality of life 
questionnaire  
(EORTC QLQ-C30)  
Breast cancer module (EORTC 
QLQ-BR23 
 
 
 
Coping strategies were not 
significantly different 
between groups.  
Edelman et al. 
(1999).  
 
 
Australia N= 60 
 
Mean age= 
48(SD 9.6) 
 
 
100% female 
 
Ethnicity = 
not reported 
 
 
Primary stage 
(I or II) breast 
cancer 
2 arm RCT: 
 
CBT group 
 
Supportive therapy group 
 
 
 
Each group had 8-9 participants. 
 
12 weeks (weekly 
sessions of 2h each) 
End of therapy 
 
4 months 
Depression 
 
Quality of life 
 
Self-esteem 
The Profile of Mood States 
 
Functional Living Index 
 
Rosenberg Self-Esteem Scale 
 
Social Support 
Both showed significant 
reductions in depression, 
quality of life and self-esteem 
relative to their baseline 
scores.  
Evans, et al. 
(1995).  
 
 
 USA N= 72 
 
Mean age= 
53.9 
 
35% female  
 
60% White 
Stage II cancer 
patients: 
 
Lung cancer 
 
Bladder 
cancer 
 
Prostate 
cancer 
 
Head and 
Neck cancer 
 
 
Group CBT 8 weeks CBT group 
 
8 weeks social 
support group 
 
Group sessions lasted 
1h per week. 
8 weeks (end 
of treatment) 
 
6 months post 
intervention 
Depression 
 
Anxiety 
 
Perceived 
social 
support 
 
Psychiatric 
symptoms 
 
 
 
CES-D 
 
Social Provisions Scale  
 
SCL-90-R 
 
Multidimensional Health Locus 
of Control Scale (MHLC) 
 
 
Reduced anxiety. 
 
 
Herschbach, et 
al. (2010).  
 
 
Germany  N= 174 
 
Mean age= 
53.7(SD 
10.2) 
 
83% female  
 
Ethnicity not 
reported 
Various cancer 
types : 
Breast cancer 
Colorectal  
Bladder  
Prostate  
Gynaecologica
l  
Other cancers 
3 arm RCT 
Cognitive-behavioral group 
therapy (CBT) 
Supportive-experiential group 
therapy (SET)TAU control group 
 
 –  
Each intervention 
group received 4 
sessions, lasting 90 
min each   
 
3 months 
12 months  
 
Fear of 
progression 
(cancer) 
 
Anxiety 
 
Depression 
 
Quality of 
Life 
FoP-Q  
 
Questions on Life Satisfaction 
(FLZ
M
, German version)  
SF- 12 (German version)  
 
HADS, German version  
CFear of progression, anxiety 
reduced with short 
interventions. 
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Korstjens, et 
al. (2011).  
 
 
The 
Netherla
nds 
N=147 
 
Mean age= 
48.8�(SD 
10.9) 
 
83.7% 
female 
 
Various cancer 
types: 
Breast  
Heamatol. 
Gynae. 
Urologic 
 Lung  
Colon  
Other  
 
 Group CBT PT groups received 
12 week (twice 
weekly, 2 h sessions) 
 
CBT group received 
12 sessions (weekly, 
2h sessions) 
End of 
intervention 
 
3months 
 
9 months  
Anxiety 
 
Depression 
 
Problem-
solving 
 
Social Problem- Solving 
Inventory-Revised (SPSI-R) 
  
Hospital Anxiety and 
Depression Scale (HADS)  
 
 
Anxiety reduced significantly 
 
 
Kwekkeboom, 
et al. (2018). 
 
  
USA N= 164 
 
Mean age = 
58.71(SD 
9.60) 
 
72% female 
 
94% white 
 
 
Metastatic 
cancer 
(various, 
including 
breast, lung, 
gastrointestin
al, GYN, 
Prostate, 
others) 
 
adults, 
diagnosed 
with 
metastatic or 
recurrent 
solid tumor 
cancers, and 
receiving 
outpatient 
chemotherapy 
 
CBS intervention OR 
Cancer education 
  
 
 
 
9 weeks (each 
intervention) 
6 weeks 
9 weeks 
Pain 
Fatigue 
Sleep 
Mood  
Memorial Symptom 
Assessment Scale 
 
MD Anderson Symptom 
Inventory 
 
Imaging Ability Quest. 
 
Outcome Expectancy Scale 
 
10‐item Perceived Stress Scale 
 
Profile of Mood States—Short 
Form Tension‐ Anxiety 
subscale3 
 
Center for Epidemiologic 
Studies—Depression 
questionnaire 
 
Not significant reduction. 
 
Merckaert, et 
al.  (2017).  
 
 
Belgium N= 159 
 
Mean 
age(SD) = 
50.6 (SD = 
10.1) 
 
100% female 
 
Ethnicity not 
reported 
 
 
Breast cancer 
 
Patients with 
nonmetastatic 
breast cancer 
Women 
diagnosed 
with 
nonmetastatic 
breast cancer 
who had been 
surgically 
treated were 
Group CBT  T2 
immediately 
after 
intervention 
Anxiety 
regulation 
 
Psychologica
l distress 
Mental Adjustment to Cancer 
Scale 
 
4‐minute exposure to anxiety 
triggers 
 
12‐minute self‐relaxation 
exercise 
 
Fear of Cancer Recurrence 
Inventory 
 
Anxiety reduced significantly  
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approached 
during 
radiotherapy 
or 1 month 
after 
intraoperative 
radiotherapy.  
 
12‐minute guided hypnosis 
exercise in which patients were 
asked to listen to an audio 
recording 
 
a 10‐cm visual analog scale 
(VAS 
 
Relaxation Strategies 
Questionnaire 
 
HADS 
 
Qiu, et al. 
(2013).  
 
 
 
China N= 62 
 
Mean age= 
50.63(SD 
7.09) 
 
100% female 
 
Ethnicity = 
not reported 
 
 
Breast cancer 
(stages 0-IV) 
 
 
2 arm RCT: 
Group CBT (GCBT) 
Waiting list control group  
 
 
 
10 weekly sessions of 
2 h each plus one 
booster session one 
month after end of 
intervention  
End of 
treatment 
 
6 months 
Major 
depression 
 
Anxiety 
 
Self-esteem 
 
 
17-Item Hamilton Depression 
Rating Scale (17-HAMD)  
 
Self-Rating Anxiety Scale 
 
 Functional Assessment of 
Cancer Therapy – Breast and 
Self-Esteem Scale (SES) 
 
Reduced anxiety. 
 
Ren, et al. 
(2019). 
 
  
China N= 392 
 
Mean age= 
47.06 (8.6) 
 
100%women 
 
Ethnicity not 
reported 
Breast cancer 
 
3 groups:  
CBT ,  
self-care management (SCM),  
Usual care (UC) 
 
 2, 4, 8, 12, 16, 
and 24 weeks 
 
Depression 
 
Anxiety 
Chinese version of the 17-item 
Hamilton Depression Rating 
Scale (HAMD-17) 
 
 
Chinese version of the 14- item 
Hamilton anxiety scale (HAMA-
14) 
 
Reduced depression and 
anxiety 
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Siddons, et al. 
(2013).  
 
 
Australia N= 60 
 
Mean age= 
62.34 
 
100% male 
 
Ethnicity = 
not reported 
 
 
Prostate 
cancer 
 
Who 
completed 
post-radical 
prostatectomy  
2 arm RCT 
cognitive–behavioural group 
intervention 
Waiting-list control 
 
8 weeks End of 
intervention 
only 
Mood 
 
Stress 
 
Anxiety 
  
Cancer 
related 
anxiety 
 
Quality of life 
 
Sexual 
functioning 
Prostate Cancer-Related 
Quality of Life Scale (PCa-QoL) 
 
Depression Anxiety and Stress 
Scales  
 
Memorial Anxiety Scale for 
Prostate Cancer  
 
Derogatis Interview for Sexual 
Functioning—Self-Report 
(DISF-SR)  
Improved QoL. 
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Literature review 
This review identified 12 randomised controlled trials of group CBT interventions that 
examined effectiveness in reducing anxiety for CS. Target population, study characteristics, 
anxiety outcomes, and study quality in the reviewed studies were summarised and critiqued in 
this review. The risk of bias was inspected and was generally low for most studies. Tables 3 
and 4 illustrate the risk of bias for each study. This thorough synthesis process enabled the 
identification of literature gaps.  
Target Population 
The studies included in this review were conducted in various countries, therefore, 
findings from this review will inform regarding group CBT effectiveness across various 
cultures. Only one study was conducted in the UK (Chilcot et al., 2014); one study was 
conducted in Iran (Abad et al., 2016); one in France (Dolbeault et al., 2009); one in Germany 
(Herschbach et al., 2010); one in the Netherlands (Korstjens et al., 2011) and one in Belgium 
(Merckaert et al., 2017). In addition, there were two studies conducted in Australia (Edelman et 
al., 1999; Siddons et al., 2013); two Chinese (Qiu et al. 2013; Ren et al., 2019) and there were a 
further two American studies (Evans et al., 1995; Kwekkeboom et al., 2018).  
Across studies, the sample size ranged from 36 to 392 participants and, when combined, 
there was 1625 participants in total. All participants included had at least one confirmed cancer 
diagnosis. Seven of the reviewed studies specifically focused on breast cancer participants 
(Abad et al., 2016; Chilcot et al., 2014; Dolbeault et al., 2009; Edelman et al., 1999; Merckaert 
et al., 2017; Qiu et al., 2013; Ren et al., 2019) and only one study included solely prostate 
cancer participants in their research (Siddons et al., 2013). The remaining four studies (Evans et 
al., 1995; Herschbach et al., 2010; Korstjens et al., 2011; Kwekkeboom et al., 2018) included 
participants who presented with a range of cancer diagnoses. For example, Herschbach et al. 
(2010) study included participants with colorectal, bladder, prostate, or gynecological cancers. 
In sum, more than half of the studies identified in this review were researching breast cancer. 
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The inclusion of studies with participants from a diverse range of cancer diagnosis enabled 
conclusions to be drawn regarding group CBT effectiveness for anxiety across different cancer 
types which were previously  unknown for several cancer types. 
Regarding cancer severity, three studies included participants with any cancer stage 
ranging from 0-IV (Herschbach et al., 2010; Qiu et al., 2013; Siddons et al., 2013), only one 
study had solely included metastatic cancers (Kwekkeboom et al., 2018) and all remaining 10 
studies had only included people with cancer stages between 0-III. This is important as this 
review seemed to have a lack of studies that included participants with advanced cancers.  
Whilst looking at participants’ characteristics included in this review, the mean age of 
participants ranged from 47 years to 62 years. Only two studies had mean age above 55 years 
(Kwekkeboom et al., 2018; Siddons et al., 2013) and most studies included participants of 
working age, with three studies with mean age below 50 years (Edelman et al., 1999; Korstjens 
et al., 2011; Ren et al., 2019) and six with mean age between 50-55 years (Chilcot et al., 2014; 
Dolbeault et al., 2009; Evans et al., 1995; Herschbach et al., 2010; Merckaert et al., 2017; Qiu 
et al., 2013). Lastly, only one study had not provided mean age (Abad et al., 2016). There 
seems to be insufficient studies investigating younger adults populations as well as a limited 
number of studies for older adult populations. 
Regarding gender differences, more than half of the studies (n= 7) included solely 
female participants in their sample (Abad et al., 2016; Chilcot et al., 2014; Dolbeault et al., 
2009; Edelman et al., 1999; Merckaert et al., 2017; Qiu et al., 2013; Ren et al., 2019). In 
contrast, only one study had solely male participants (Siddons et al. 2013). Moreover, although 
the remaining studies (n= 4) included both men and women in their sample, three of them had 
more than 70% female participants, whilst only one study (Evans et al., 1995) had more male 
participants (65%) than female. There was a lack of studies including man in their sample, 
which is an artifact of the fact that most trials looked at breast cancer, however, this may be a 
barrier to gaining an understanding regarding therapy effectiveness for male participants.  
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The vast majority of studies (n= 9) did not report participants’ ethnicity. In all the 
studies that reported this information (n= 3) participants from White ethnical backgrounds were 
highly represented with Kwekkeboom et al. (2018) reporting their study had 94% White 
participants and Chilcot et al. (2014) had 85% White participants. The Evans et al. (1995) had 
60% White sample.  
Study Design and characteristics 
All 12 reviewed studies followed a randomised controlled trial (RCT) design. Most 
studies were a two arm RCT studies (n=7) with some of these studies comparing a group CBT 
intervention with control groups (Chilcot et al. 2014; Dolbeault et al. 2009; Kwekkeboom et al. 
2018; Qiu et al. 2013; Siddons et al. 2013) and other studies comparing two interventions 
(Edelman et al. 1999; Merckaert et al. 2017). The remaining studies were all three arm RCTs 
(n= 5) that compared a group CBT intervention with another intervention and control group 
(Abad et al. 2016; Evans et al. 1995; Herschbach et al. 2010; Korstjens et al. 2011; Ren et al. 
2019). 
The studies differed in their control groups. Half of the studies included (n=6) had 
control groups who solely received treatment as usual (Abad et al., 2016; Chilcot et al., 2014; 
Evans et al., 1995; Herschbach et al., 2010; Korstjens et al., 2011; Ren et al., 2019); two studies 
had a waiting-list control group, so they would receive the intervention after the study ended 
(Dolbeault et al., 2009; Qiu et al., 2013), whereas four studies had comparative interventions 
because their control groups received some input or other types of interventions (Edelman et 
al., 1999; Kwekkeboom et al., 2018; Merckaert et al., 2017; Siddons et al., 2013). For instance, 
in Kwekkeboom et al. (2018) study, participants in the control group received information and 
listened to cancer educational recordings and attention control training. These differences 
between control groups made it difficult for study comparisons.  
All studies (n= 12) included a group CBT intervention addressing at least one cognitive 
technique and one behavioural technique. Some examples of cognitive techniques included 
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psychoeducation (Abad et al., 2016; Chilcot et al., 2014; Dolbeault et al., 2009), recognizing 
catastrophic thoughts, negative beliefs (Chilcot et al., 2014), thought records (Dolbeault et al., 
2009), monitoring thoughts (Edelman et al., 1999), challenging and modification of thoughts 
(Evans et al., 1995; Siddons et al., 2013), problem identification (Herschbach et al., 2010; 
Korstjens et al., 2011), cognitive restructuring (Merckaert et al., 2017; Qiu et al., 2013), 
identifying coping strategies (Kwekkeboom et al., 2018) and replacing unhelpful beliefs (Ren 
et al., 2019). Examples of behavioural techniques included doing home tasks (Chilcot et al., 
2014; Abad et al., 2016), practicing relaxation (Abad et al., 2016; Chilcot et al., 2014; Evans et 
al., 1995; Siddons et al., 2013), imagery exercises (Kwekkeboom et al., 2018), role-play 
(Dolbeault et al., 2009), goal setting (Edelman et al., 1999), behavioural activation (Qiu et al., 
2013), distraction strategies (Ren et al., 2019), practicing problem solving skills (Korstjens et 
al., 2011; Merckaert et al., 2017) and applying coping strategies (Herschbach et al., 2010). 
In addition to the group CBT intervention arm, three arm studies or some control groups 
(n= 8) also received other types of intervention. Most of these interventions were group 
interventions (n= 7) such as an acceptance and commitment therapy (ACT) (Abad et al., 2016); 
supportive therapy (Edelman et al., 1999; Herschbach et al., 2010); a social support group 
intervention (Evans et al., 1995; Merckaert et al., 2017) where participants were encouraged to 
talk about their feelings, use self-reflection, and identify shared problems or; a group based 
self-management cancer rehabilitation with physical training (Korstjens et al., 2011). Only one 
study compared group CBT with an individual intervention that consisted of a self-care 
management (SCM) that included receiving information, rehabilitation training and focusing on 
participants reactions (Ren et al., 2019).  
The duration of interventions ranged from four to fifteen sessions (Herschbach et al., 
2010; Merckaert et al., 2017). Most studies provided either eight weekly sessions (Abad et al., 
2016; Dolbeault et al., 2009; Evans et al., 1995; Siddons et al., 2013) or more than eight 
sessions (Edelman et al., 1999; Korstjens et al., 2011; Kwekkeboom et al., 2018; Ren et al., 
2019; Merckaert et al., 2017; Qiu et al., 2013). Only a few studies provided less that eight 
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sessions (Chilcot et al., 2014; Herschbach et al., 2010). Despite some studies having the same 
intervention duration; there were differences in the intensity of the interventions received. For 
example, although the intervention arm of both Evans et al. (1995) and Doubeault et al. (2009) 
studies involved receiving eight weekly sessions, in one study each session lasted one hour 
(Evans et al., 1995); whereas in the other study (Doubeault et al., 2009) each session lasted two 
hours. Although all studies offered group CBT, there was significant variability between the 
number of sessions received and intensity of participation required in each study that makes it 
difficult for study comparison.  
The intervention follow-ups ranged from two weeks (Chilcot et al., 2014; Ren et al., 
2019) to twelve months (Herschbach et al., 2010). Most studies had at least one or more 
follow-up outcome evaluations to assess changes over time, with the exception of the studies of 
Merckaert et al. (2017) and Siddons et al. (2013) which only evaluated effectiveness 
immediately at the end of the intervention. Furthermore, several studies (n= 5) had a follow-up 
at about two months (Kwekkeboom et al., 2018; Evans et al., 1995; Ren et al., 2019; Chilcot et 
al., 2014) and three months (n= 4) (Abad et al., 2016; Herschbach et al., 2010; Korstjens et al., 
2011; Ren et al., 2019). Some studies had a follow-up evaluation at one month (Ren et al., 
2019; Dolbeault et al., 2009), at four months (Edelman et al., 1999), at six months (Evans et al., 
1995, Qiu et al., 2013; Ren et al., 2019) and one study had a follow-up at nine months 
(Korstjens et al., 2011).  
Outcome measures 
Anxiety was assessed using self-report outcome measures in all reviewed papers. Three 
studies assessed anxiety using the Hospital and Anxiety Depression Scale (HADS), which is a 
standardised measure widely used in assessing depression and anxiety in health settings 
(Herschbach et al., 2010; Korstjens et al., 2011; Merckaert et al., 2017). The Herschbach et al. 
(2010) study used the German version of HADS to assess anxiety and this version of HADS 
also has good validity (Herrmann, Buss, & Snaith, 1995). A further three studies (Dolbeault et 
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al., 2009; Edelman et al., 1999; Kwekkeboom et al., 2018) used the Profile of Mood States 
(POMS) which has previously shown to be a reliable measure for assessing anxiety and anger 
(McNair, Lorr & Droppleman, 1992).  
Other self-reported outcome measures used to assess anxiety included the Depression, 
Anxiety and Stress Scale (DASS) used in Abad et al. (2016) study that is a valid and reliable 
outcome measure for anxiety and depression (Ng, Trauer, Dodd, Callaly, Campbell & Berk, 
2007); the Women’s Health Questionnaire (WHQ) used in Chilcot et al. (2014) study that is a 
good, and standardised, measure of anxiety (Hunter, 1992); the State and Trait Anxiety 
Inventory (STAI) used in Dolbeault et al. (2009) study that is a standardised measure 
(Spielberger, 1983); the Symptom Checklist-90-R (SCL-90-R) used in Evans et al. (1995) 
study that is a valid and widely used measure of anxiety and psychiatric distress (Derogatis, 
1975); the 10-cm Visual Analogue Scale (VAS) used by Merckaert et al. (2017) that is a good 
measure of emotional distress (Davey, Barratt, Butow, & Deeks, 2007) and Siddons et al. 
(2013) used the Memorial Anxiety Scale for Prostate Cancer that is a valid and reliable 
measure of anxiety (Roth, 1998, 2003).  
Other studies have used Chinese versions of self-reported measures. For instance, Qiu et 
al. (2013) used the Chinese version of the Self-rating Anxiety Scale that is a reliable measure to 
assess anxiety (Zung, 1971; Zhang, Liu, Mao, & Yuan, 2015) and Ren et al. (2019) used the 
valid and reliable Chinese version 14-item Hamilton Anxiety Scale (HAMA) to assess anxiety 
(Zheng, Zhao, Phillips, Liu, Cai, & Sun, 1988). Overall, it seemed that most studies used good, 
standardised and reliable measures of anxiety. 
Intervention outcomes 
Effective studies in reducing anxiety 
When examining intervention outcomes, most studies indicated effectiveness of group 
CBT intervention in reducing anxiety in CS (Chilcot et al., 2014; Dolbeault et al., 2009; Evans 
et al., 1995; Herschbach et al., 2010; Korstjens et al., 2011; Merckaert et al., 2017; Ren et al., 
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2019). Moreover, one of these studies reported that participants who received a multi-
component structured group intervention (MGI) that combines CBT and hypnosis demonstrated 
significant reductions in anxiety symptoms and anxiety regulation even when exposed to 
anxiety triggers (p<0.05) (Merckaert et al., 2017). 
A number of studies that indicated significant reduction of anxiety over time, following 
attending a group CBT intervention, also reported these changes were sustainable at longer-
term follow-up (Chilcot et al., 2014, Herschbach et al., 2010, Korstjens et al., 2011, Ren et al., 
2019). In Chilcot et al. (2014) study they discovered that their group CBT intervention was 
effective in reducing anxiety (mean difference −2.90, 95% CI −5.34 to −0.45, p = 0.020) at 9 
weeks follow-up. Herschbach et al. (2010) also reported group CBT effectiveness in reducing 
anxiety (HADS-A, F(3;381)=11.54, p<0.001) and these changes were maintained both at 3 and 
12 months following intervention. Similarly, Korstjens et al. (2011) indicated that patients who 
received combined physical training (PT) and group CBT noticed statistically significant 
improvements in anxiety visible in the HADS scores, that were sustained at 3 and 9 months 
post intervention (p<0.05).  
Regarding study quality, despite these promising results and the fact that most of the 
studies included in the review had good quality ratings, there were some concerns with the 
quality of two of these effectiveness studies, so these should be carefully interpreted (Evans et 
al., 1995, Korstjens et al., 2011). In both Evans et al. (1995) and Korstjens et al. (2011) studies 
there were some concerns regarding the randomisation process because although the allocation 
sequence seemed to be random, it is not clear from the published article whether the allocation 
sequence was concealed until participants were enrolled and assigned to the interventions. 
Adequate allocation sequence concealment includes a number of measures to prevent either 
participants or staff from knowing what study arm the participants might enrol after recruitment 
(Sterne et al., 2019). In these studies because it is unclear what specific steps were taken, there 
is a risk that researchers might have rejected participants to an intervention if these were 
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considered “inappropriate” and other participants might have been directed to certain types of 
intervention if deemed to be the “appropriate” intervention for that participant. Therefore, there 
might be some bias in results due to recruitment allocation. 
Additionally, there were some differences in therapeutic success according to therapy 
duration and intensity. Results indicated that half of the studies where participants received a 
standard number of group CBT sessions (eight sessions) and half of the studies that received 
long-term interventions (more than eight sessions) were effective in reducing anxiety. 
Interestingly, all of the short-term interventions (less than eight sessions) included in this 
review indicated that participants experienced improved anxiety following group CBT (Chilcot 
et al., 2014; Herschbach et al., 2010).  
Therapy efficacy seems to be similar across cancer types included in this review. 
Non-Effective studies in reducing anxiety 
In contrast, several studies indicated that group CBT was not statistically effective in 
improving anxiety (Abad et al., 2016; Edelman et al., 1999; Kwekkeboom et al., 2018; Qiu et 
al., 2013; Siddons et al., 2013). Moreover, all studies but one (Kwekkeboom et al., 2018) that 
found no statistical significant difference for anxiety had smaller sample sizes with n≤62 
participants (Abad et al. (2016); Edelman et al., 1999, Qiu et al., 2013, Siddons et al., 2013). 
Furthermore, participants were mostly female in all studies with no statistical significant 
difference for anxiety, except in Siddons et al. (2013) study in which all participants were male. 
However, when considering studies that did not find statistically significant changes in 
anxiety post intervention, it is important to note that there were some concerns regarding the 
quality of two studies that had a high risk of bias (Kwekkeboom et al., 2018; Siddons et al., 
2013). Regarding study quality for Kwekkeboom et al. (2018) study this was deemed to be a 
high risk of bias study. There were some concerns regarding the potential deviation from the 
intended intervention because people delivering the intervention were aware of the participants’ 
assigned intervention during the trial. In addition to this, there were some concerns regarding 
the selection of the reported result. It is unclear whether the data produced resulted from a pre-
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planned analysis and whether the researchers might have conducted multiple eligible analysis 
of the data. Moreover, both Kwekkeboom et al. (2018) and Siddons et al. (2013) studies were 
both deemed to be high risk of bias, because there seemed to be bias in the selection of the 
reported results and multiple eligible analyses that may indicate that researchers might want to 
seek significant or relevant results within their available data for the purpose of publication. 
Due to lack of sufficient studies with advanced cancer, it is not possible to draw 
conclusions regarding group CBT effectiveness for CS with advanced or terminal cancers. 
Discussion 
A systematic review of the literature was conducted to identify whether group CBT 
interventions were effective in reducing anxiety in CS. Twelve studies were reviewed and 
several studies indicated that group CBT seemed effective in reducing anxiety in CS 
participants. Previous literature reviews have primarily focused on examining group CBT 
effectiveness in reducing anxiety by cancer type, cancer severity or gender specific findings. 
Findings from this review add to previous research because it examined group CBT therapy 
efficacy in reducing anxiety across all cancer types, stages and gender. 
The group CBT interventions included in this review had a diverse number of cognitive 
and behavioural techniques that might have contributed to positive change and reduction in 
anxiety levels in CS. According to Cognitive theory and CBT, people’s thoughts, behaviours 
and feelings are interlinked, and by using techniques such as challenging negative thoughts CS 
might change how they feel and what they do leading to reduced anxiety (Beck et al., 1979; 
Anderson et al., 2008).  
Furthermore, one of the techniques used in the reviewed interventions was identifying 
and applying coping strategies. According to Stress Coping Theory, people use a number of 
problem-focused and emotional-focused skills by implementing coping strategies to deal with 
the stressors that they are faced with (Biggs, Brough & Drummond, 2017). CS have often to 
use these coping skills to deal with the challenges faced, for instance, they might want to use 
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their problem-focused coping skills to obtain diagnosis or in making informed decisions 
regarding their treatment options. CS also might have to use their emotional-focused coping 
skills for example, whilst dealing with information regarding their prognosis that might impact 
on their emotional wellbeing (Matthews & Cook, 2009). 
Authors such as Yalom (Yalom, 1995) might argue that group CBT interventions are 
successful due to the group interaction factors rather then due to the content or techniques used.    
There is evidence suggesting a relationship between CS emotional support obtained from the 
interaction with others and positive outcomes (Helgeson & Cohen, 1996). Although these seem 
convincing explanations, other research findings had also indicated that negative social 
interactions may cause added distress in CS (Manne, Taylor, Dougherty, & Kemeny, 1997). 
Therefore, in line with the Social Cognitive Model of restorative wellbeing the nature of the 
environment and the group members who attended the group CBT interventions may have had 
a great influence on therapeutic outcomes (Hoffman, Lent, & Raque-Bogdan, 2013). 
The different theories mentioned above might provide some ideas on reasons why 
therapeutic success might have occurred. Due to the range of techniques used and contributory 
factors that may have influenced the interventions, it is not possible to ascertain whether 
therapeutic success of the reviewed studies was due to specific CBT techniques used or group 
interaction factors. This is what the research project reported in Part B of this thesis dissertation 
aims to uncover. 
Following quality inspection, most studies reviewed were considered to have good 
study quality ratings. There were two studies where there were some quality concerns and two 
studies were considered to have high risk of bias, thus, results from these four studies should be 
considered with caution. The majority of high quality studies suggest that group CBT is 
effective at reducing anxiety in CS with only two studies revealing some quality concerns as 
explained above in the results section. Moreover, low quality studies such as the two studies 
considered to have high risk of bias in this review, have both produced non-statistical 
significant results for anxiety following the intervention. Therefore, because most high quality 
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studies suggested effectiveness, on balance the evidence seems to indicate that group CBT 
interventions tend to be effective in reducing anxiety in CS.  
Findings suggest that all short-term interventions offering less than eight sessions and 
half of the studies offering either eight or more sessions produced positive outcomes regarding 
anxiety in CS. This is of great importance because results are indicating that clinicians may 
consider short-term interventions, as these studies seemed to be effective. However, 
conclusions regarding long-term and medium-term interventions might not be generalised 
because, due to intervention differences between studies, there is insufficient data to be able to 
generalise findings. More studies are needed to consolidate these findings. 
The vast majority of studies (n=10) included at least one follow-up evaluation post 
intervention. Follow-ups allowed studies to determine whether CS changes in anxiety levels 
after receiving group CBT interventions were sustained over time. A number of studies found 
that anxiety continued to be significantly reduced following the intervention at 9 weeks, 3 
months, 9 months and 12 months. These results indicate that anxiety changes were sustained 
both at short-term and long-term post intervention. This is in line with findings from a meta-
analysis for women with early stage breast cancer (Sun et al., 2019) and this review added that 
group CBT interventions were also successful for people with various types of cancer 
diagnosis. Furthermore, because a significant proportion of CS experience high levels of 
emotional distress, and the benefits of these interventions are sustained over time, more 
interventions should be delivered to help CS reducing their distress levels and improving their 
QoL.  
  This review included studies conducted in a wide range of countries worldwide. 
Having studies conducted in different countries is a strength as it enriches findings supporting 
efficacy of group CBT for CS across different cultures. However, as there only seems to be 
fewer than two studies reported in each country, it may not be sufficient to generalize their 
findings to the setting where they were conducted.  
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Although ideally research should be specific to their target population rather than 
having mixed cancer type studies, there is a risk that some cancers might be understudied when 
compared to others. A project conducted by Carter and Nguyen (2012) showed that there was a 
significant mismatch between research funding for different cancer types. Their investigation 
suggested that some cancers such as breast cancer, prostate cancer and leukemia received 
significantly more funding than other cancers such as bladder, stomach, and uterine. Thus, it is 
unsurprising that more than half of the studies identified in this review were researching breast 
cancer for which there is already a review showing effectiveness of group CBT interventions 
for low mood and anxiety (Sun et al., 2019). Despite this, one of the strengths of this review 
was the inclusion of studies with participants presenting with various cancer types because it 
enabled conclusions to be drawn regarding effectiveness across other understudied cancer 
diagnosis. 
There seems to be paucity in the literature for younger adults. This is concerning as 
cancer diagnosis are increasing in younger adults and a recent study developed with young 
adults aged between 18-39 years identified that this age group faces a number of specific 
developmental issues that are not pertinent for older generations such as issues around fertility 
following cancer treatment (Hydeman, Uwazurike, Adeyemi, & Beaupin, 2019).  
In addition to this, there were also a limited number of studies for older adult 
populations. This is particularly concerning due to the high prevalence of anxiety and cancer 
diagnosis amongst older adults. According to Weinberger et al. (2011) 60% of new cancer 
diagnosis occur in older people who, in addition, present the highest levels of suicide and are 
less likely to be referred for psychological treatments. With the treatment advancements, people 
are living longer following cancer diagnosis. Therefore, it is likely that a significant proportion 
of CS are from older generations thus research into these populations are of great importance. 
Some possible reasons for the lack of studies into older populations may be due to generational 
differences in seeking and accepting help (Merckaert et al. 2009) and inequities in provision of 
psychological services. A study has shown that younger people and working age adults 
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presented greater desire for psychological support when compared with older adults (Merckaert 
et al. 2009). So despite high prevalence of cancer and emotional distress amongst older adults, 
because they do not seek psychological support this might explain the lack of research studies 
when compared with other generations. 
Female participants were vastly represented in the studies included in this review. This 
heightened female participation is not surprising because females are more likely to seek and 
engage in psychological therapy than males. In addition to this, most trials included participants 
with breast cancer that is an uncommon cancer site for men. However, due to this gender bias, 
results should be generalised with more caution for male participants if the sample was 
predominantly female and more research is needed including men. 
Findings regarding ethnicity indicated major predominance of White participants in 
included studies. This is particularly concerning because there is a higher incidence of several 
cancer diagnosis in people from Black ethnic backgrounds and 5% higher mortality rates when 
compared with Caucasians (American Cancer Society, 2019). Efforts should be made to enable 
the inclusion of people from Black, Asian and Minority Ethnic (BAME) background in future 
research. 
Limitations of review 
This review identified a good number of published RCTs, with good study quality, 
examining effectiveness of group CBT for anxiety in cancer patients. Despite these strengths, 
this review also had a number of limitations. Due to limited resources, this review only 
included studies published in English language; therefore it might have omitted relevant studies 
published worldwide in other languages.  
Studies reviewed were conducted in several countries and only one study was 
conducted in the UK. Therefore, there should be a degree of caution in generalising study 
results to the UK population due to cultural and contextual differences. For instance, foreign 
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studies with control groups who have received “treatment as usual” might not be possible to be 
generalised to the UK, because usual care treatments might differ significantly between nations.  
Despite increased research projects in this area, the reviewed studies used different 
intervention duration, procedure, and intensity. This is a barrier for study comparison and these 
significant differences between studies might have influenced results. Thus, replication of the 
most effective interventions would be beneficial for greater generalisation. Another limitation 
was the fact that only one person extracted the data and reviewed the quality of the papers, due 
to the resources available to a doctoral Major Research Project.  
Clinical and research implications 
The current financial constraints in the National Health Service (NHS) mean that 
clinicians now have to work with limited resources (NHS England, 2015). Results from this 
review on balance seemed to indicate overall effectiveness of group CBT interventions for 
anxiety in cancer patients. In addition, studies found that short-term interventions also produced 
successful outcomes. Therefore, clinicians could opt to offer group interventions, as they 
usually require less staff resources as more CS could be seen simultaneously. Moreover, 
offering short-term group CBT for CS could result in significant service improvements such as 
helping to reduce waiting list times and improving patient satisfaction. Additionally, offering 
short-term group CBT for CS whilst they are in hospital could also be helpful, as usually CS 
might stay hospitalised for the minimum time possible and they could receive this intervention 
earlier. Additionally, the majority of the studies with successful outcomes involved working 
age adults. Thus, clinicians should take this into consideration when making decisions on what 
participants to invite for their interventions because evidence from this review seems to be 
insufficient to make conclusions regarding effectiveness of group CBT for younger adults or 
older adult populations. To avoid discrimination based on age in relation to service provision, it 
is important to conduct service evaluation to check whether positive outcomes can also be 
achieved with other age groups to strengthen findings for different age groups. 
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This review identified a number of research gaps. More studies are needed looking at 
coping skills for group CBT offered to CS. Furthermore, there seems to be a significant gap in 
the literature looking at studies for people from BAME ethnicity backgrounds as well as in 
studies for younger adults and older adult populations. It is important to develop research in 
these areas as these participants might have specific needs regarding adjustment to cancer that 
we are not aware of. Regarding advanced cancers, it was not possible to draw conclusions 
regarding therapy efficacy due to an insufficient number of studies available. This suggests that 
there is a lack of research studies in this area. Therefore, more studies are needed with CS with 
advanced cancers. 
There is also paucity in the literature on qualitative studies looking at CS experiences of 
group CBT that is the main aim of the research project in Part B of this thesis dissertation. 
Conclusion 
This paper reviewed twelve RCT studies, which investigated the effectiveness of group 
cognitive behavioural therapy (CBT) interventions for improving anxiety in cancer survivors 
(CS). Previous literature indicated effectiveness of individual CBT in the treatment of anxiety 
in CS, however, most findings were specific to a particular cancer, or cancer severity. Although 
one previous review evaluated effectiveness of all types of psychosocial interventions for CS, 
this was conducted over 10 years ago. Therefore, information from this review is now outdated. 
Moreover, with the research attention given to CBT over the last years, there is a need to 
compare effectiveness of group CBT interventions across cancer groups and cancer severity to 
be able to determine who could benefit from such interventions that this review aims to 
explore. 
This review indicated that most studies using group CBT seems to be effective in 
improving anxiety in CS irrespective of their cancer type. No conclusions could be drawn 
regarding cancer severity due to lack of studies for advanced cancers. These findings are 
consistent with results obtained from previous literature. 
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Results identified in this review are that all short-term interventions reviewed produced 
successful results in reducing anxiety. However, due to substantial differences noted between 
studies, study comparisons are limited and findings should be cautiously interpreted. 
Despite the encouraging findings from this review, there were methodological limitations 
presented by some studies. Moreover, there is a lack of RCT studies conducted in the UK and 
more studies are needed involving people from BAME ethnic backgrounds, young adults and 
older adult populations. Future research is needed to replicate interventions in the UK, to be 
able to draw more solid conclusions. 
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Abstract 
Background: 
Despite cancer survivors (CS) living longer, cancer diagnosis impacts significantly on their 
anxiety and quality of life (QoL). Although studies investigating the effectiveness of group 
CBT in CS have increased, there remains a paucity of data exploring CS experiences. 
Methods: 
Qualitative grounded theory methodology (GTM) was applied to investigate CS’ 
experiences of receiving group CBT for anxiety. 
Results: 
Thirteen CS with different cancer types, aged 29-75, took part in an interview. A framework 
was developed of CS group experiences for anxiety as well as mechanisms of change. 
Findings indicated that group CBT seemed to have helped improving anxiety. Some of the 
mechanisms of change were normalising their feelings, sense of belonging, greater support, 
understanding and learning new ways of dealing with anxiety, cancer acceptance and greater 
hope about the future. Negative experiences included a focus on negative narratives that 
could lead to dropout. 
Conclusion: 
Group CBT intervention seemed to be acceptable for CS. A range of experiences was 
reported but the positives outweighed the negatives. Despite a small sample size and a lack 
of ethnic diversity within participants, clinicians may benefit from using these interventions 
with CS. Future research is needed to confirm current findings. 
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Introduction 
Quality of life issues in cancer survivors 
Cancer survivors (CS) refer to all people diagnosed with cancer and it includes those 
who have not yet started treatment, are undergoing treatment or that have completed treatment 
(World Cancer Research Fund, 2018) (WCRF). It was predicted that there might be around 24 
million more people diagnosed with cancer by 2035 (WCRF, 2018). Cancer survival is also 
increasing (Torre et al., 2015) with CS often experiencing a high prevalence of mood disorders. 
This impacts negatively on other quality of life (QoL) factors such as sleep or pain (Nikbakhsh, 
Moudi, Abbasian & Khafri, 2014).  
Coping with cancer-related distress 
Many CS experience significant cancer-related distress during their cancer journey 
(Albrecht & Rosenzweig, 2012). Studies investigating effective coping styles have identified 
that greater self-efficacy and higher social support experienced were key coping factors for 
distress in CS. CS presenting with these coping styles also experienced less stress and better 
overall QoL (Haugland, Wahl, Hofoss & Devon, 2016).  
Literature findings conducted with the general population discovered that the desire to 
belong to the society is a basic human need and a sense of belonging to a group increases 
survival (Maslow, 1954; Barrett, Dunbar & Lycett, 2002). This possibly explains why CS with 
strong social support achieved better outcomes as reported in Haugland et al. (2016) study. 
Thus, intervening to increase social support might help improve emotional wellbeing and 
reduce distress in CS.  
In an attempt to gain a greater understanding of social interaction, social comparison 
theory developed by Festinger (1954) suggests that individuals tend to determine their social 
and personal worth by comparing themselves against others. Festinger (1954) added that people 
tend to prefer to make comparisons with those who are similar in a certain domain.  
Bellizzi and collaborators (2006) found that CS often compare themselves against 
others. However, little is known regarding the positive and negative impact of these social 
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comparisons in CS. Therefore, a group intervention could be a good way of observing and 
exploring these factors. Moreover, previous literature (Albrecht et al., 2012) found links 
between greater social support and improved emotional wellbeing. Thus, group interventions 
could offer CS social support whilst also allowing comparisons to be made with those in 
similar situations to themselves; consequently, improving their emotional wellbeing. 
Benefits of group interventions for people with anxiety 
Yalom (1995) conducted extensive research into therapeutic group factors and 
identified 11 primary therapeutic group factors. A number of these factors were identified in an 
online peer-support group such as group cohesiveness, catharsis, imparting of information and 
universality (Diefenbeck, Klemm & Hayes, 2014). Another study conducted by Behenck and 
collaborators (2016) identified a number of relevant Yalom’s (1995) therapeutic factors for 
those who improved in symptomatology after attending group CBT for obsessive-compulsive 
disorder. The factors included interpersonal learning-input and output, self-understanding, self-
altruism, enactment, existential factors and guidance, and universality. Similarly, another study 
conducted by Choi and Park (2006) identified some group therapeutic factors that positively 
impacted on outcomes in patients attending group CBT for social anxiety such as interpersonal 
learning-output, guidance, group cohesiveness and universality. 
However, group processes and dynamics are complex and include personal motivation, 
cognitive, social, intergroup and intragroup processes resulting from the interaction between 
group members (Hogg, 1996). Hence, despite the existing literature confirming the efficacy of 
group therapy, little is known regarding the most significant therapeutic processes that lead to 
its success (Vogel, Blanck, Bents & Mander, 2016). 
Group interventions for CS 
Previous literature indicates group therapy increases breast CS social support and 
reduces anxiety (Liu et al., 2008). Thus, offering group therapy seems beneficial for CS.  
Amidst trying to understand what are the most beneficial types of support for CS, a 
review compared types of support. It showed that participants attending psychoeducational 
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groups experienced significantly greater benefits when compared with those attending peer-led 
support groups (Edelman, Craig & Kidman, 2000). Consequently, evidence on psychological 
support groups for CS has grown significantly over the years (Edelman, Bell & Kidman, 1999). 
Henceforth, a review conducted by Faller and colleagues (2013) identified a number of psycho-
oncology randomised-controlled trials suggesting that some individual and group interventions 
had an effect in reducing emotional distress and improving QoL. Despite these encouraging 
results, these interventions seem to be more effective for patients significantly psychosocially 
distressed at the start of the group program (Carmack-Taylor et al., 2007), therefore 
generalisations of findings may be limited. 
Regarding therapeutic group factors, a recent study conducted with breast cancer 
patients looked at group processes including group climate, working alliance and therapeutic 
realizations as well as their impact in treatment outcomes (Manne, Kashy, Siegel & Heckman, 
2016). However, the study showed that there is still limited evidence regarding CS experiences 
and inconsistent findings regarding mechanisms of change including therapeutic group 
processes in CS (Manne et al., 2016). 
Group CBT interventions for CS 
Given the high prevalence of mood disorders in CS and previous findings showing the 
efficacy of CBT in reducing mood problems in the general population, research within CBT 
and CS has burgeoned. CBT is an evidence-based intervention recommended by the National 
Institute for Health and Clinical Excellence (NICE, 2011) for treating mood disorders. Due to 
its efficacy, a number of group CBT studies for CS were conducted and some have shown its 
benefits in reducing distress in cancer populations (Edelman et al., 1999). 
Notwithstanding, these studies tended to focus on its efficacy in symptom reduction 
including on distress levels, fatigue or sleep quality (Cohen & Fried, 2007) or describing 
content of the interventions (Edelman & Kidman, 1999). Regarding condition-specific group 
CBT factors, some studies identified some of the factors and techniques that seemed to impact 
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positively in outcomes such as cognitive restructuring and automatic thoughts for clients with 
social anxiety (Hope, Burns, Hayes, Herbert & Warner, 2010).  
Rationale and aims  
Although Hope et al. (2010) showed that group CBT for anxiety in patients with social 
anxiety resulted in improvements in quality of life symptoms, CBT techniques used to change 
patients’ cognitions did not seem to explain these improvements. Thus, it is still unclear what 
were the mechanisms of change or key ingredients involved in QoL improvements (Oei, 
McAlinden & Cruwys, 2014).  
Moreover, although there has been a growing number of CS and group CBT 
interventions offered to CS, most studies conducted were RCT’s. There is paucity of qualitative 
studies looking at CS experiences of attending group CBT. The current study is a qualitative 
research project that aims to address this by gaining a deeper understanding of CS experiences 
and identifying the mechanisms of change at play when CS attend group CBT for anxiety.  
A study conducted by Balabanovic and collaborators (2012) investigated breast CS 
experiences of receiving group CBT for hot flushes and night sweats to gain a better 
understanding of mechanisms of change. Most participants in this study reported positive 
experiences of group CBT particularly in relation to acceptance and reduction of symptoms of 
hot flushes and night sweats. This was a qualitative study following a RCT, and it differs from 
the proposed project as this was a study conducted with female only participants. Moreover, 
participants had only one cancer diagnosis and the aim of the CBT group was focused on hot 
flushes and night sweats. The proposed study in this report aims to include a sample of people 
with mixed gender; including various cancer types and the group CBT aims to address anxiety.  
In summary, although there are theories that seemed to have attempted to understand 
some of the change processes, for example, Yalom’s (1995) group processes or looking directly 
at CBT techniques, there are limited studies looking at other mechanisms of change in group 
CBT for CS. Previous studies do not seem to be consistent with each other and each theory 
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seemed to have a specific focus on what they aim to understand. Thus, they do not fully 
acknowledge other factors that might have contributed for positive or negative change, thus 
existing theory seems to be insufficient to explain the phenomena. 
This study is in line with the NHS values (NHS England, 2015) as it includes people 
from all backgrounds and it meets the commitment to quality of care, as the central aim of the 
study is to learn from service users’ feedback.  
Considering significant literature gaps, the main aim of this research project is to 
develop a framework for understanding experiences and key factors or mechanisms of change 
impacting on those experiences from the perspective of cancer patients who received group 
CBT. Therefore, this project aims to answer the following research questions:  
What experiences do a sample of CS report after attending group CBT for anxiety?  
What appears to be the mechanism of change when CS participate in group CBT? 
Methods 
Ethical considerations   
Ethical approval was obtained from the Health Resource Authority (HRA) and from the 
NHS Research Ethics Service (REC) and by two other local Trust research services (please see 
Appendices D-G). Main ethical considerations included how consent was obtained, 
confidentiality, data protection, and the possibility of participation causing emotional distress. 
The procedure section explains how these were addressed.  
Design 
Due to the limited knowledge regarding CS’ experiences of receiving group CBT, 
qualitative research seemed to be the most appropriate design and grounded theory 
methodology (GTM) (Strauss & Corbin, 1998) was applied in order to generate a theory 
regarding data collected. Epistemologically, a critical realist approach was used therefore it did 
not aim to hinder an objective “truth” of the role of group CBT, but instead it assumed that 
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there is an element of subjectivity because a number of factors can influence data such as 
researcher biases and assumptions (Strauss & Corbin, 1990).  
Participants 
Participants who met the inclusion criteria (Table 1) and who were alive were 
approached and recruited from one oncology hospital in Trust A.  
Thirteen participants took part in this study of which 10 opted for a telephone interview. 
Length of interviews ranged between 46 and 65 minutes, mean 52 minutes. To ensure 
confidentiality, a brief summary of participants’ demographics was shown in Table 2. Three CS 
declined to participate due to feeling unwell or having memory difficulties following brain 
surgery. 
Table 1. Inclusion and exclusion criteria 
Inclusion 
 
Exclusion 
Be over the age of 18 years 
English speakers 
Diagnosed at some point in adulthood 
with cancer 
Attended, within the last three years, 
group CBT for anxiety during or after 
cancer treatment 
If did not meet all inclusion criteria 
Still attending group CBT during 
recruitment period 
Physically unwell to take part 
 
Table 2. Brief summary of demographics 
 
Age 
rang
e 
 
Gender Ethnicity Religion Occupation Cancer 
diagnosis 
Date attended 
group CBT 
29-
75 
7 female 
6 male 
All  
White 
4 
Christian 
8 No 
beliefs 
1 Other 
 
5 Working 
full-time 
2 Working 
part-time 
5 Not working 
(illness) 
1 Retired 
2 Breast 
2 Tongue 
2 Throat 
1 Brain 
1 Lung 
1 Prostate 
2 Soft rare 
tissue  
2 Non 
Hodgkin’s 
Lymphoma 
3 Feb-April 2016 
1 Feb-April 2017 
4 Oct-Dec 2017 
2 Feb-April 2018 
3 Oct-Dec 2018 
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There are inconsistent views regarding the quantity of participants required in 
qualitative research, however, some suggest that qualitative studies should include at least 6-10 
interviews (Morse, 1994). Therefore, the researcher aimed to recruit until data saturation or 
when 15 interviews had been completed. Due to recruitment difficulties, only 13 participants 
were recruited which might be low, however later interviews were not yielding any significant 
new data, thus it is hoped that data collected was enough for the development of a theory 
(Mason, 2010). 
Procedure 
A brief socio-demographical questionnaire and an interview topic guide using open 
questions were developed by the researcher and piloted with a CS on the 12
th
 May 2017 prior to 
recruitment to increase its face validity. Questions on the topic guide were subsequently 
amended taking into consideration the CS feedback.  
The researcher had initially contacted five hospitals, however, only one hospital 
reported having offered group CBT for anxiety for CS. Therefore, all participants were 
recruited solely from one hospital. 
Eligible participants were initially approached by the clinical psychologist who 
conducted the CBT group. Participants received an invitation letter, a patient information sheet 
and a consent form (see Appendices H-J). All patients who expressed an interest in 
participating were contacted by telephone to check their eligibility. 
Eligibility criteria included group CBT interventions conducted in the last three years 
prior to the research interview. The participants interviewed attended group interventions 
conducted in 2016, 2017 and 2018 (see Table 2). Therefore, the data from this research project 
included information regarding CS experiences from a total of five CBT groups, representing 
both recent group experiences and groups conducted two or three years prior to the research 
interview.  
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Interviews were held in a private room in the hospital or by telephone, depending on 
participants’ preference. Semi-structured interviews were conducted using an interview topic 
guide (Appendix I).  
It had been previously discussed with supervisors that some questions might cause 
emotional distress due to bringing some difficult memories such as experiences of cancer 
diagnosis.  Therefore, all participants were treated with respect, dignity and with compassion 
particularly if distressed in accordance with NHS values (NHS England, 2015). They were also 
informed that they could withdraw from study participation at any time. As CS can be quite 
vulnerable participants, if their distress was significant, they could discuss concerns with the 
researcher, or project lead supervisor, or GP, or the group CBT facilitator. Despite some 
participants becoming distressed with certain questions, none of them required further support. 
All written and digital data, was kept confidential, anonymous and stored on password 
protected computers. The interviews were audio-recorded and stored securely on an encrypted 
USB and followed the rules specified by the Canterbury Christ Church University. Participants 
received up to £10 for travel expenses. A confidentiality agreement (Appendix K) was signed 
by the company that assisted with data transcription and transcripts were checked for accuracy. 
When possible, grounded theory procedure of interviewing was followed and further 
interview questions were added as new themes emerged from the data (Appendix J). For 
example, one participant mentioned issues around disclosing diagnosis to relatives, therefore, a 
question about disclosure was added to subsequent interviews.  
Data analysis 
Due to limited research in this area, the Strauss & Corbin (1998) and Urquhart’s (2013) 
approach to grounded theory appeared appropriate for data analysis because it would produce a 
new theory regarding the data that was gathered (Urquhart, 2013; Strauss & Corbin, 1990). 
According to Urquhart (2013), GTM involves an effort to try to put theories aside in order to 
allow a new theory to emerge, to gain a broader understanding of mechanisms of change in 
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group CBT for CS. New theory in this study resulted from interviews conducted, providing an 
understanding and relationship between a range of concepts. The researcher attempted to put 
theories aside and be open minded in how the theory was developed, being significantly guided 
by what participants shared from their own experience.  
Data analysis involved following a number of steps of GTM including a systematic data 
collection and analysis, memo writing, coding and categorising, constant comparison, and 
selective coding (Urquhart, 2013; Charmaz, 2006). Open coding was applied using a line-by-
line approach that led to the identification of categories. Then axial coding elevated and 
combined categories and, was used to make theoretical links between codes. Constant 
comparison was conducted between data findings and memos were used to reflect on data and 
discover links between categories and subcategories. Selective coding sought to identify core 
categories that developed into the theory.  
Despite efforts to contact a number of psycho-oncologists and several charities to 
discover whether they knew other oncology sites or hospitals that might deliver group CBT 
interventions for anxiety, only one site was identified. Moreover, because the researcher had 
access to few participants, it was not possible to select participants based on how likely they are 
to develop the theory. For these reasons, it was not possible to conduct theoretical sampling 
because the researcher had no control regarding the selection of the types of participants due to 
limited sites available that led to a limited number of participants available to interview. 
Despite this and partially to overcome this issue, the researcher was able to change, adapt and 
select interview questions; and new questions were added to the interview schedule in 
subsequent interviews. 
Regarding reflexivity, some potential biases of the analysis were identified such as the 
researcher familiarity with the area due to having worked in a psycho-oncology service and 
awareness of previous literature findings. Therefore, sharing reflections with supervisors and 
completing a research journal (Appendix L) helped minimising biases. 
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The Critical Appraisal Skills Programme (CASP) (Zeng et al., 2015) Qualitative 
Checklist and the Yardley’s Evaluative Criteria (Yardley, 2000) were used to guide the project 
design and face validity of coding process was checked with supervisors. 
Results 
A grounded theory describing CS’ experiences of receiving group CBT for anxiety is 
presented.  
Table 3. Core Categories and Subcategories 
Category 
 
Subcategory 
Journey to accessing group 
CBT 
 
 
Power of hearing other CS 
stories 
 
 
 
Connection with other CS  
 
 
 
 
 
Gaining an understanding of 
anxiety 
 
 
Coping mechanisms that can 
be put in place 
 
 
 
Accepting that I had cancer 
and I can deal with it 
 
Looking differently at the 
future 
 
 
Initial contact with the group 
Hopes about group CBT that led to 
engagement 
 
Feeling normal by hearing other people’s 
stories 
Learning from comparison with other CS 
The impact of negative narratives  
 
Worries about speaking in the group 
Preference of talking to others who really 
understand  
Mutual support and a sense of belonging in the 
group 
 
Limited prior understanding on how anxiety 
works 
Making sense of anxiety experiences 
 
New ways of dealing with anxiety 
Practical exercises during sessions and 
homework 
Challenges to ongoing use of techniques 
 
Challenges to cancer diagnosis acceptance 
Moving towards cancer acceptance  
 
Developing hope about the future 
New things CS might be anxious about 
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Initial analysis identified hundreds of open codes. See Appendix N for an example 
coded transcript. Codes were refined to produce seven core categories and seventeen 
subcategories displayed in Table 3. These contributed to the development of a theory 
describing cancer patients’ experiences of receiving group CBT.  
This section describes each category and subcategory with anonymised supporting 
quotes from participants to illustrate how this data emerged from open codes (see Appendix 
M). Quotes were selected to reflect a range of CS views and at least one quote per participant is 
provided. Links between categories and subcategories are described and the theory developed 
is explained.  
Category: Journey to accessing group CBT 
This category describes how participants came to be in group CBT. This provided some 
context for the experiences within the group and has three subcategories. 
Subcategory: Initial contact with the group 
The most common factor resulting in participants initial contact with group CBT was 
presenting with significant psychological distress which was impacting on their functioning. 
Eligibility for group CBT was the presence of anxiety, which all participants reported 
difficulties with, however, this was often accompanied by other symptoms such as panic, fear of 
dying or fear of cancer recurrence. 
“It was really all around anxiety and it impacting on my life… I’ve possibly had 
anxiety a long time but it’s never been that much of a problem. But I think since I’ve 
had cancer… my anxieties are more around.” Eric 
“Anxiety... Fear of dying really, which is linked to the cancer.” Alice 
Some CS were recommended to attend group CBT, usually by a health professional such 
as a psychologist, nurse or consultant. However, some had actively requested support and self-
referred to the group. 
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 “I think I saw it... I’m quite proactive so… I tend to look for support groups to 
help me through it. And this was one of those.” Kylie 
“I just didn’t want to go into a dark place, so I knew I needed some kind of 
help.” Elsa 
Subcategory: Hopes about group CBT that led to engagement 
Participants had a number of expectations of group CBT and were willing to try anything 
that might help them to manage psychological distress. They hoped to hear other CS 
experiences, and learn new information, strategies and perspectives around coping with anxiety 
and fear of cancer recurrence.  
“I wanted to try anything to help with my anxiety and I thought hearing other 
people’s stories might help, like hearing people that could empathise with what I 
had been through.” Emma 
 “Because I have read up about CBT and group therapies and… I was hoping to 
get those strategies to manage my anxiety.” Eric 
Category: Power of hearing other CS stories 
This category explains the power of hearing other CS stories and what changed as a result. 
This category consists of three subcategories. 
Subcategory: ‘Feeling normal’ by hearing other people’s stories 
There was an absence of contact with other CS prior to group CBT attendance. 
Participants explained that others do not seem to understand their experiences and that it was 
difficult to explain to others what they had been through. Some participants felt alone and 
uncertain about whether their reactions to diagnosis, treatments and outcomes were “normal”.  
‘…you can tell people you’ve had cancer and you’ve had cancer treatment but 
they don’t understand what that means.’ Oliver 
Group CBT provided direct contact with other CS and the opportunity to hear stories that 
normalised their feelings and experiences of cancer and anxiety. For example, hearing that other 
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CS had been through similar experiences was seen as validating of their feelings and treatment 
reactions. 
“It was quite nice to know that other people felt the same as I did and that my 
symptoms were normal.” Lisa 
 “I really was more interested in hearing what other people were going 
through… other people’s reactions to cancer... not just mental health but cancer as 
well… And I found out that the fears were shared and it was normal, in a way.”  
Kylie 
Subcategory: Learning from comparison with other CS 
Group CBT participants varied in their type of cancer, gender and age, enabling CS to 
learn from a wide range of experiences and perspectives. This helped some to broaden their own 
views on cancer; for others it helped to learn new tips on how to cope with cancer related 
anxiety. 
“I like to mix with diverse people so, for me, that worked, because it was a 
different perspective.” Kylie 
“… it was nice to have some tips on anxiety and then you heard people’s stories 
and people were able to share how they cope with different aspects.” Elsa 
Also, hearing stories of others undergoing unsuccessful treatments or having worse 
outcomes helped some participants to put their experiences into perspective and feel more 
positive about their own experiences. 
 “…I felt really lucky because I saw other situations where they really are 
struggling worse than I do… it was an eye-opener in that I’m strong, and I can do 
better than other people actually cannot manage, for different reasons; for age 
related things, for the gravity of their cancer compared to mine.” Beth 
“When you listen to some of the hardships that other people had experienced it 
put yours into perspective.” Rob 
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Subcategory: The impact of negative narratives 
There were many positives of hearing other CS stories, however, for some they also had a 
negative impact. Some CS felt some participants were constantly moaning and that their 
negativity led them to feel down. Others described experiencing it as distressing or difficult to 
observe other people getting upset in the group. 
“… there was a lot of people in the group and they just seemed to moan. There 
were never any positives, always a negative. So if you go in there positive, you could 
easily walk out very depressed.” Harry 
“… watching people getting upset, where they are getting very emotional and 
breaking down. I didn’t like that because you feel sorry for people then.” Harry 
Hearing people talking about cancer recurrence or death caused greater anxiety for some. 
This was especially strong for one participant who experienced a panic attack as a result and left 
the group and did not return. 
 “I felt probably slightly more anxious because I have met real world people that 
the cancer had come back, so that was a bit of a negative. But also it’s positive 
because you can see that they are still going through treatment and you still have 
help.” Oliver 
“Well, in the end I left because I found a lot of people were talking about death 
and the cancer coming back which I had never ever thought of… it just made my 
anxiety worse… I started having a panic attack, so I left the group.” Emma 
Category: Connection with other CS 
This category explains how the interaction between group members resulted in a greater 
connection with other CS. Some of the challenges to group participation as well as some of the 
advantages of group interaction are described through three subcategories. 
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Subcategory: Worries about speaking in the group 
A number of CS considered it anxiety provoking to be in a group and to talk in the group. 
Reasons for this included a lack of confidence talking in groups, fear of rejection, being judged, 
laughed at, or over sharing, or simply having a preference for individual interaction. 
“I am not so keen on being in a group… I think I would have been much better if 
I had had a one-to-one.” Lisa 
 “At first it was quite nerve-racking because of my anxiety and I thought that I 
might be judged or laughed at… but as I got into the group… that subsided a bit.” 
Elsa 
Despite the challenges of talking in groups, some CS considered the positives of attending 
group therapy to outweigh the negatives because of the improved symptoms and quality of life. 
 “I think all the negative aspects were that it did create an anxiety going there. 
So in a sense, the positives outweighed the negatives, in that I’ve got better quality 
of life now.” Eric 
CS reported that feeling safe to talk, being understood and listened to were contributing 
factors that enabled their active participation in the group.  
“You do feel safe there and you can say whatever you want and you are listened 
to, so it is good.” Oliver 
“It was a positive experience, because you feel like you can talk with somebody 
who can understand what you feel inside, and it’s like sharing, companion, and 
caring.” Beth 
Subcategory: Preference of ‘talking to others who really understand’ 
CS expressed how valuable it was talking to others about their experience of cancer. They 
felt that it was cathartic to talk to people who understood their difficulties first hand. Some CS 
did not feel able to share their experiences with family or friends because they felt they would 
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not understand. Some felt that a good way of getting support was by sharing with other CS as 
they would implicitly understand their experiences. 
 “I think sharing your experiences is quite cathartic.” Jack 
“… shared experiences with other cancer survivors. So it was very useful to 
share with others... because I’d made the decision not to involve anybody at all.” 
Kylie 
Subcategory: Mutual support and a sense of ‘belonging’ in the group 
Mutual support was obtained from the interaction between group members. Some CS felt 
an increased sense of connection and belonging to the group, being able to express how they 
were feeling with other CS. This was possible due to the great sense of respect between group 
members. Some found it rewarding to be able to help other group members, which in turn led to 
participants providing support to each other. 
“Knowing that I had support and I was able to express things… The people were 
very pleasant and we all had something in common. It was a bit of a support system, 
we respected each other and we were free to just speak about what was troubling 
us.” Elsa 
 “Listening to other people’s experiences and being able to sometimes help, offer 
them support... I think most of us want to help other people so it gives us a feeling of 
ownership, of belonging, I suppose.” Eric 
Category: Gaining an understanding of anxiety 
This category explains how attending group CBT helped CS move from a position of 
limited knowledge of anxiety to gaining an understanding of anxiety and how it works. This has 
two subcategories. 
Subcategory: Limited prior understanding on ‘how anxiety works’ 
CS experienced a variety of cancer related anxieties such as cancer recurrence, survival 
and death, as well as what impact it may have on their loved ones and on their career. Despite 
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this, prior to group CBT attendance, CS reported having limited knowledge and understanding 
of anxiety and how to cope with it. 
“Around cancer, it started as soon as I was referred. I knew it was really serious. 
So obviously the first anxiety was will I survive.” Kylie 
 “My anxiety. I can always remember what the woman on the desk said. She said, 
‘Do you know what anxiety is?’ I said no. I didn’t know what it was because it is a 
lot of things.” Jacob 
Subcategory: Making sense of anxiety experiences 
Group CBT enabled CS to make sense of their experiences of anxiety by learning new 
information, connecting with new ideas that led to a greater understanding of anxiety and how it 
works.  
 “I think the educational side of it… anxiety is a natural response and… we’ve 
evolved to have this anxiety from fight or flight, it’s a chemical response in your 
body as well, an actual physiological response. It was so hard for me to relate it to 
me, and that educational side of the group was really helpful for me to understand 
and then once I got over that… actually, right, okay, I understand that now.” Eric 
It helped that the group facilitators seemed to have empathy for the CS and used simple 
language to explain psychological concepts and connecting ideas. 
“I think she [facilitator] had empathy, she understood… and I think she was 
pretty good at relating to us about that… She asked questions, she’d tie things 
together. I thought she was very good.” Jack 
“…wasn’t talking about strange psychological concepts; it was clear and 
understandable. I found it generally… it was pretty logical.” Jack 
Learning about the links between thoughts, anxious feelings and behaviours and that this 
becomes a vicious cycle, as well as knowing these feelings were shared between CS, helped 
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them understand anxiety and connect with new ideas, such as the importance of detecting early 
signs. 
 “…and being able to recognise when I am anxious because sometimes you don’t 
know you are anxious until it’s too late… The early signs, what leads into that spiral 
of habits and thoughts. I was able to start pinpointing things that made me anxious 
and this cycle that it sets up, having negative thoughts that feed into your anxiety 
and your mind starts to think negatively and it sort of spirals down into this feeling 
of no hope that you can’t get out of. So that really helped.” Eric 
Category: Coping mechanisms that can be put in place 
This category has three subcategories including information about new coping 
mechanisms and CBT techniques learned via group CBT.  
Subcategory: New ways of dealing with anxiety 
Participants seemed to have benefited from learning new ways of dealing with anxiety.  In 
addition to the previously reported subcategory learning from comparison with other CS, 
participants spoke about benefiting from learning specific CBT techniques taught in the group. 
Interestingly, different participants appeared to find different techniques helpful. For example, 
for some, the mindfulness and relaxation techniques such as diaphragmatic breathing were 
described as particularly helpful; in that the deep breathing helped to reduce anxiety.  
 “I guess all the techniques were helpful.” Lisa 
“I thought the mindfulness part of it was helpful… the positiveness and deep 
breathing when you are a bit anxious, diaphragmatic breathing.” Eric 
Other participants highlighted that the thought challenging was relevant as it would allow 
them to replace negative thoughts with positive thoughts. Other CBT techniques mentioned that 
helped to reduce anxiety included identifying triggers, visualisation techniques, trying to focus 
on the positives, and problem solving techniques.  
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“Well it’s just like challenging how you are thinking, that you’ve got negative 
thoughts and trying to replace them with different kinds of thoughts, speaking in a 
different way.” Elsa 
Overall, participants talked positively about the CBT techniques despite different 
techniques being helpful for different people. 
Subcategory: Practical exercises during sessions and ‘homework’ 
Practicing some of the techniques learned during group sessions, such as mindfulness, was 
useful as they learned how to do this. Furthermore, CS were asked to complete in between 
sessions ‘homework’, for instance, to complete a journal or practice relaxation. 
 “Different techniques that were being shown, they were really helpful, like 
massage your hands and stuff like that.” Beth 
 “There were some little worksheets…They are just like homework! I remember 
the back of the bus exercise where you put your negative thoughts to the back of the 
bus. That was quite impactful.” Alice 
Subcategory: Challenges to ongoing use of techniques 
For many CS there were some challenges of continuing to apply these techniques when 
the group CBT finished. For some people, the challenge was the context that might prevent their 
ability to put the techniques into practice. For others, the ability to continue to use strategies was 
significantly impacted by their mood or changes in circumstances, such as cancer recurrence. 
Other participants also mentioned that whilst learning a range of techniques was helpful, they 
chose to only use a few based on their own preference as different things work for different 
people. 
“… it all depends on how you feel at the moment you want to apply those 
techniques. It’s not always possible or useful, but they were useful at that point 
[during group sessions], and I think they are useful for anybody else to take away as 
an experience.” Beth 
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 “That was quite impactful [techniques] although … I just hung onto the things 
that worked for me and thought I only need one or two things. I don’t need the 
whole smorgasbord of choices, but you have got to offer them because different 
things work for different people.” Alice 
Although some CS stopped using techniques post group intervention, others mentioned 
that they continued to use some of the coping strategies after the group. Some of the coping 
strategies that participants continued to use were: mindfulness, relaxation techniques, goal 
setting, focusing on the positives, identifying and breaking anxiety patterns. CS who continued 
to use one or two of these strategies post intervention considered this helpful in managing 
anxiety. 
 “I thought the mindfulness part of it was helpful which I continue with now.” 
Eric 
Category: Accepting that I had cancer and I can deal with it 
This category concerns the process of CS accepting their cancer diagnosis and cancer 
experiences, as well as some of the challenges towards this acceptance. This had two 
subcategories. 
Subcategory: Challenges to cancer diagnosis acceptance 
The process of accepting a cancer diagnosis seemed to be different for different people. 
For some, the acceptance process started prior to attending group CBT, whereas for others, it 
seemed that they were still in their journey to cancer acceptance during group CBT. 
CS identified some of the challenges that prevented them moving towards accepting their 
diagnosis prior to attending group CBT. These included experiencing a wide range of emotional 
distress before and after their confirmed diagnosis, such as feeling worried, scared, awful, 
confused, devastated, horrible, and terrified. Some CS described it being a traumatic experience. 
For instance, for some CS the absence of symptoms prior to a cancer diagnosis led them to be in 
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complete emotional shock when their diagnosis was confirmed which might have prevented 
them accepting it. 
 “It was absolutely terrifying. I was really terrified, really afraid and shocked. I 
didn’t believe... It was certainly a trauma.” Kylie 
“It was a shock at first, because I didn’t have any symptoms whatsoever.” Beth 
“I never was ill at any point throughout, so that was where the shock was.” 
Harry 
Other barriers to cancer acceptance were the presence of certain cancer beliefs, such as not 
believing it has happened to them and being in denial regarding their symptoms. 
Understandably, it was hard to talk about life and death with being in denial as a strong defence 
mechanism. This was linked to the impact of negative narratives subcategory mentioned above 
as for some CS who might still be in this journey for cancer acceptance, hearing others talking 
about their cancer experiences was so distressing that they disengaged with the group.  
“It’s not that you don’t want to believe, you can’t believe it because it’s like, ‘It 
doesn’t happen to me,’ it may happen to other people but it doesn’t happen to you.  
Because you’re okay, you don’t have anything, but at the end of the day, it can 
happen to anybody.” Beth 
“I knew something was going wrong… I didn’t get diagnosed for some time, I 
just put it off and put it off until my wife passed away and then I was diagnosed with 
advanced prostate cancer.” Rob 
Some CS mentioned how being diagnosed with advanced cancer made it harder to 
accept and come to terms with, because it implicitly meant they had a good chance of dying.  
 “…it’s more the psychological issue of it which is thinking that you’ve got a 
decent chance of dying is something I hadn’t come to terms with before and that was 
the worst bit…and just be thinking about whether the treatment would be successful 
or not. It was a horrible six months and just worrying and worrying about whether I 
was going to die or not.” Jack 
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For some CS, having negative treatment experiences significantly contributed to high 
levels of anxiety, including worries about cancer recurrence and dying, which in turn hindered 
cancer acceptance. 
 “So from radiotherapy I was obviously constantly being sick…obviously a lot 
more dizzy. And with the brain surgeries, I’m now left disabled on the left-hand side 
because the tumour was on my cerebellum which controls a lot of your movement 
and the signals that are sent around the body… I think the worst pain I had…so that 
was horrific, that was very painful…So I suffer with severe anxiety now.” Emma 
Subcategory: Moving towards cancer acceptance 
Participants explained how attending group CBT helped them to move towards accepting 
and understanding their cancer diagnosis, treatment and outcomes. For instance, receiving 
cancer-specific information directly from the facilitators of group CBT and other CS, helped CS 
to gain a greater awareness of how to live more positively with cancer. 
 “The experience just was accepting that I had had cancer.” Harry 
“So I just found it very helpful in terms of dealing with that diagnosis and shared 
experiences with other cancer survivors…What I took away from the group was the 
cancer-specific information. So by cancer-specific information, I mean by that how 
to live with that diagnosis. So the really cancer-specific things. That’s where it was 
very useful. To be more aware and to give ourselves a break. It’s okay, it’s 
happened.” Kylie 
Regarding cancer treatment, attending group CBT helped CS to not only accept the 
treatments received, but also to accept that CS have a chronic condition with their cancer being 
in remission rather then cured. 
“The experience just was accepting that I had had cancer and I’d had a major 
operation. I think that was the two main reasons.” Harry 
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 “[learned] how to live with people saying you’re in remission rather than you’re 
cured.” Kylie 
Following group CBT attendance, some CS seemed to have changed their views regarding 
cancer outcomes and fears of dying. For example, some CS spoke about experiencing a shift in 
their views regarding cancer as a ‘death sentence’. Hearing stories of people who completed 
treatment successfully helped to develop a more positive perspective and believe that some 
people can survive it. The group also helped CS to learn strategies to cope with the fear of 
cancer recurrence, such as adopting health behaviours. 
“It made me accept that yes the big bad C word is not good, but it’s not as bad. 
It’s not always a death sentence. So I’ve come away thinking well, you know, 
because horrible as it might seem, I look at other people and think well I’m a lot 
more luckier than them because there were people in there a lot younger with a lot 
more serious probably outcomes than myself.” Harry 
“How to cope with the fear and the positivity that it might come back. And I’m, at 
the moment, more likely to get it than the general population because I’m within the 
five years. So it’s living with that that it helped me with…it was very useful…it’s 
okay, it’s happened and I just need to do the very best that I can to ensure it doesn’t 
happen again. That means looking after myself.” Kylie 
“They were talking about diets and things like that. I stopped smoking, I 
moderated things. They said about the food and things like that and I ate what I was 
supposed to eat.” Jacob 
Category: Looking differently at the future 
This category explains how attending group CBT changed CS’ views regarding the future. 
The potential benefits and challenges are captured in the two identified subcategories. 
CANCER SURVIVORS’ EXPERIENCES OF GROUP COGNITIVE BEHAVIOURAL THERAPY   84 
 
Subcategory: Developing hope about the future 
Overall, participants appeared to benefit from group CBT and self-reported that their 
anxiety symptoms reduced following attendance or were perceived not to be as severe as before. 
Participants explained that the group had helped them understand, accept and deal with anxiety 
by using new coping strategies. 
“I just wasn’t in such a dark space, continually in a loop, feeding back into 
yourself with negative thoughts… there’s no point in worrying about what you can’t 
control.” Rob 
“Well I still felt anxious but the edge was taken off… I was perceiving things that 
would happen when they don’t actually happen, so that causes a lot of my anxiety 
and then I had like a phobia of being around a lot of people, so being in the group 
was the first step to opening up a bit.” Elsa 
“I can’t cure the anxiety or what makes me anxious, I’ve learnt to deal with it 
and I’ve learnt strategies to reduce it just to make my life better, less stressful.” Eric 
Some of the highlighted benefits included experiencing greater hope about the future, 
being generally more positive, and having greater self-efficacy. For some, this was achieved by 
having positive statements on the fridge door to have a daily exposure and reminder; or by 
managing to take the bus alone to attend group CBT which led to a greater sense of 
independence that could be maintained in the future. 
“I’ve written stuff on my kitchen door, is covered with…just a little reminder, that 
I walk past every day: ‘Stay positive, look to the future, be mindful about what you 
can influence, don’t get cross’. [Laughs]… But I walk past it every day and try and 
live by it.” Rob 
 “…it helped me kind of get my independence back a bit because I made sure I 
would travel alone now.” Emma 
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Some participants mentioned that talking with other CS and the CBT techniques helped 
not only coping with cancer-related trauma. CS also learned that they could seek help in the 
future if needed.  
“So I think the group helped with that trauma… Because I think people get PTSD 
after diagnosis and treatment of such a serious life-threatening condition.” Kylie 
“Well, before, I didn’t go for any support, I felt like I was alone and stuff, but now I 
know that there’s support out there if you ask for it, so I’m more open and willing to do 
so.” Elsa 
Subcategory: New things CS might be anxious about 
Some CS were left with new things to be worried about as a result of attending group 
CBT. CS who thought cancer recurrence was unlikely before attending group CBT, ended up 
starting to worry about this after hearing stories of cancer recurrence in some of the group 
participants. 
 “I guess I felt probably slightly more anxious because, I have met real world 
people that the cancer had come back, so that was a bit of a negative. But also, it’s 
positive because you can see that they are still going through treatment and you still 
have help. So yes, it’s a difficult balance.” Oliver 
Hearing about others’ cancer diagnoses and traumatic treatment experiences caused great 
anxiety and distress in some CS, such as learning about new possible ways of dying. For some 
people this impacted negatively on their future behaviour. For example, after hearing one 
participant express beliefs that they acquired throat cancer due to oral sex, another participant 
decided not to engage in oral sex after attending group CBT. 
“Of course that then becomes overwhelming as you find out about all the other 
cancers that you could possibly get as well and all the other reasons or ways that 
you could die.” Alice 
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 “…this woman said the reason why she got throat cancer was from oral sex, so 
of course now I can’t have oral sex with my husband… because the fear of getting a 
cancer like hers is overwhelming.” Alice 
Selective codes and emergent theory  
The theory developed (Figure 1) is informed by seven main categories and seventeen 
subcategories representing CS’ experiences and mechanisms of change following participating 
in a group CBT for anxiety. In the model, categories are written in bold and underlined and 
subcategories are written in bullet points.  
Firstly, the model illustrates the ‘Journey to accessing group CBT’ which describes 
how participants came to be in group CBT as well as some of the CS hopes for group CBT 
which led to their engagement. For those CS who decided to engage in group CBT, there were 
a number of positive and negative experiences that described the ‘Power of hearing other CS 
stories’, such as feeling their experiences are normal and ‘learning from comparison with other 
CS. However, this category is compromised by the power of ‘negative narratives’ that, for 
some CS, led to such levels of distress that they dropped out of the group. 
Another identified benefit of attending group CBT was the ‘Connection with other CS 
developed through a ‘mutual support and sense of belonging’, particularly because several CS 
had a ‘preference of talking to others who really understand’. However, there were also 
‘worries about speaking in group’ and if they were not able to talk in the group they might not 
obtain that mutual support. 
Most CS explained that they ‘Gained a greater understanding of anxiety’ and made 
sense of their anxiety experiences’ through the material they learned from facilitators and other 
group members. This seemed to be impacted by their views and ‘limited understanding on how 
anxiety works’ prior to group attendance. 
Other perceived benefits resulting from group attendance was learning a number of 
‘Coping mechanisms that can be put in place’. This was a characteristic of the category 
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‘gaining a greater understanding of anxiety’. CS explained that learning ‘new ways of dealing 
with anxiety’ as well as practicing some of these new techniques during the sessions and in 
between sessions via ‘homework’, were helpful in managing and reducing anxiety. Despite 
these perceived benefits, only some CS continued to use these techniques after the group ended. 
A number of ‘challenges to ongoing use of techniques’ were identified by some CS. 
Some CS were still in the process of cancer acceptance during group CBT. 
Interestingly, there seemed to be a link between the previous four categories and the category 
‘Accepting that I had cancer and I can deal with it’ as they seemed to contribute to CS 
‘moving towards cancer acceptance’. Despite this, there were a number of factors and 
‘challenges to cancer diagnosis acceptance’ that seemed to prevent CS from shifting their views 
towards cancer acceptance. 
Lastly, as a result from the experiences and views of cancer and anxiety prior, during, 
and after attending group CBT, several CS seemed to have started ‘Looking differently at the 
future’. Several CS reported having changed some of their views and having developed greater 
self-efficacy and ‘hope about the future’. Although overall CS seemed to have benefited from 
group CBT by reducing anxiety levels as well as gaining several additional benefits from group 
attendance as mentioned in the seven categories of this model, some CS also reported having 
‘new things to be anxious about’. For example, worries about cancer recurrence or other ways 
of dying as a result from attending group CBT. This can consequently result in greater distress 
or even group dropout. 
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Figure 1. Framework developed for understanding CS’ experiences of receiving group CBT for anxiety 
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Discussion 
Overall, CS across tumour groups seemed to have had a wide range of positive 
experiences resulting from group CBT attendance that seemed to outweigh negative 
experiences. These included perceived reduced symptoms of anxiety and panic, and positive 
experiences as a result from group members interaction such as greater connection and support 
from the group. These findings are consistent with previous literature indicating that breast CS 
had an overall positive experience of receiving group CBT for hot flushes and night sweats 
(Balabanovic et al., 2012) as well as another study which shown it to be helpful in reducing 
emotional distress in CS (Edelman et al., 1999). Moreover, having higher social support has 
been identified as one of the main coping strategies for CS and it was linked with reduced 
stress and better QoL (Haugland et al., 2016). 
Having positive expectations and hopes regarding group CBT seemed to influence and 
contribute to their engagement in group therapy. Similar findings found that clients holding a 
more positive and open mind regarding CBT prior to engaging in an online CBT intervention 
found it more acceptable (Beattie, Shaw, Kaur & Kessler, 2009). 
One of the main factors contributing to positive experiences of group CBT was the ability, 
and preference, to talk with others who had a shared understanding about their experiences that 
helped normalising their thoughts and feelings. Talking had a cathartic effect for some CS and it 
helped connecting with the group members. Yalom (1995) has previously identified catharsis as 
a powerful therapeutic group factor that people might experience.  
Another change from group interaction was developing a sense of belonging. Sense of 
belonging is a basic human need and it has been previously linked with increased survival 
(Maslow, 1954; Barrett et al., 2002). Other studies (for example, Diefenbeck et al., 2014) 
evaluating online support groups have also noticed the importance of other Yalom’s therapeutic 
group factors such as imparting of information and universality. The latter helps normalise 
feelings and experiences that might also be experienced by others in the group. Although at 
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times this was a contributing factor for positive experiences, not all experiences were shared 
between CS, particularly in the present study which included people diagnosed with a variety of 
cancers. This seemed to be the main factor for the distress caused between group members. 
Being exposed to different experiences and negative narratives might increase anxiety levels 
such as when members shared experiences of cancer recurrence. The interaction between group 
members is complex and dynamic and these intergroup processes can have a significant impact 
on people (Hogg, 1996). 
Moreover, CS reported learning new ways of dealing with anxiety. This included 
learning about CBT techniques such as: mindfulness, goal setting, recognising early signs of 
anxiety; learning about links between thoughts, feelings and behaviours; and identifying, 
challenging, and replacing negative thoughts. Previous research has indicated positive 
experiences of cognitive restructuring and dealing with negative automatic thoughts for people 
with social anxiety (Hope et al., 2010). For Hope et al. (2010) study, it was important to 
practice some of these new coping strategies during group sessions as well as in-between 
sessions via homework. However, the present study seems to have identified a wider range of 
acceptable CBT techniques specifically for CS. Despite finding beneficial learning about a 
wide range of CBT techniques, participants selected a few CBT techniques that were helpful 
for them that some participants continued to use beyond group participation. These findings are 
in line with those experienced by breast cancer survivors (Balabanovic et al., 2012).  
Some of the mechanisms of change identified were having a greater understanding of 
anxiety and better cancer acceptance. A review indicated great benefits of psychoeducation 
group interventions for CS (Edelman et al., 2000). Furthermore, a breast cancer study also 
acknowledged the importance of accepting symptoms of anxiety (Balabanovic et al., 2012). 
Factors that seemed to prevent cancer acceptance included experiencing a wide range of 
emotional reactions to diagnosis such as shock or denial, or obtaining an advanced stage 
diagnosis. Contributing factors for cancer acceptance included obtaining cancer-specific 
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information, understanding that they had a chronic condition, and knowing they could do 
something about it in the future. 
CS also seemed to have experienced greater hope about the future and self-efficacy 
following group attendance which was achieved through comparison with others, which seemed 
to help put their experiences into perspective. Social comparison theory might help in 
explaining this because it states that social and personal worth is achieved by comparison with 
others and Bellizzi et al. (2006) also found this in his research project with adult CS. In the 
present study it seemed that when CS compared themselves and found similar experiences it 
helped them to gain a sense of shared understanding and universality. When CS compared 
themselves and found that they might actually be doing better than others in the group, this 
helped them getting a greater sense of hope and self-efficacy that they would not have been 
aware of if there was not an element of comparison with others.   
Clinical implications 
The present study provides information regarding experiences of receiving group CBT 
in hospital and overall it seemed acceptable and beneficial across cancer types, therefore, 
hospital-based clinicians might consider providing this type of intervention for CS. 
The present study also gathered important information regarding some challenges that 
seemed to prevent CS from continuing to attend group CBT such as when group participants 
focused on negative narratives or heard about other cancer types or other ways they might die. 
This information might help improve practice quality in the future, for example, clinicians 
might be able to moderate group discussions more closely and encourage a balance between 
negative and positive narratives. Clinicians might also consider excluding clients with untreated 
cancer-related PTSD to avoid them experiencing significant further distress. Moreover, 
facilitators could inform participants in advance that they might hear about other cancer 
diagnosis and difficult treatments during group CBT, so that they are better prepared for this 
and this might help preventing future dropouts. 
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The findings from the model obtained provided relevant information regarding 
mechanisms of change and factors that influenced and prevented some changes in CS. For 
example, it highlighted some of the challenges that might prevent CS from continuing to use 
CBT techniques beyond group attendance. Therefore, facilitators might find strategies to 
overcome these barriers such as providing information regarding the importance of practicing 
coping strategies to maintain their reduction in anxiety levels. 
Strengths and study limitations 
Despite the increased interest in group CBT interventions for CS, there is a significant 
paucity in the literature regarding CS experiences of receiving such interventions; thus the 
present study added significant value to research and future clinical practice. 
Regarding the sample, although it was not possible to conduct theoretical sampling due 
to the limited number of participants available to recruit; it was a great strength having included 
participants with a variety of cancer diagnosis, cancer stages, age groups, and occupational 
status. This is particularly important due to the fact that a lot of the cancers studied, such as 
tongue cancer, are underrepresented in the literature. 
This study had a small sample size that might prevent inferences from conclusions of 
this study to be made regarding all CS. Despite not having found new themes in the last two 
interviews, due to the small sample size it is not possible to conclude that saturation was 
achieved.  
Another limitation was the lack of participants from different ethnic backgrounds as 
solely White participants took part in this study. Therefore, results should be interpreted with 
caution as they might not be representative of the views of all CS. 
Although the present study included CS from five group CBT interventions for anxiety 
conducted between 2016 and 2018, it only included participants from one hospital site, 
therefore, limiting the ability to generalise results to the wider cancer population. 
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Another significant limitation was that the majority of the interview schedule questions 
were quite directive and additional open questions might have helped exploring mechanisms of 
change further that is one of the main research questions. Consequently, the content obtained 
was heavily focused on clinical outcome as a result.  
Future research 
Due to the lack of qualitative studies looking at CS experiences of group CBT, results 
from this study were encouraging, however, more studies are needed to be able to confirm 
findings obtained. Furthermore, information obtained from this study might help the design of 
future projects and trials. For instance, exploring whether views obtained are also shared by CS 
from other ethnic backgrounds or other cultures.  
Conclusion  
Due to paucity in the literature, this study developed a framework of CS’ experiences of 
receiving group CBT for anxiety as well as understanding mechanisms of change at play. 
Findings indicated that although overall group CBT seemed to be acceptable for CS with 
regards to improved anxiety outcomes, there were a range of positive and negative experiences 
reported. Numerous CBT techniques were identified as helpful although CS tend to use only a 
few of these techniques. Some of the mechanisms of change identified were: better 
understanding of anxiety, greater support through hearing and talking to other CS which 
normalised feelings, enabled a sense of belonging, connecting with the group members, 
accepting cancer, and developing hope about the future by having access to new coping 
techniques. 
Most findings seemed comparable with other psycho-oncology literature. However, 
novel findings indicated the importance of accepting cancer in order to be able to move forward. 
Despite these promising results, being exposed to different CS experiences and negative 
narratives might increase anxiety levels such as, for example, when group members shared 
experiences of cancer recurrence or hearing stories regarding other cancer types, difficult 
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treatments and other ways of dying. Results from this study support the use of group CBT for 
CS experiencing anxiety and provide ideas on how clinicians might adapt these interventions to 
meet CS needs and overcome some of the challenges identified. Some limitations included 
small sample size and a lack of ethnic diversity within participants. More research is needed to 
confirm findings obtained in this study and the framework developed.  
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Appendix A Search terms list 
 
Participants 
(all fields) 
 
Interventions  
(all fields) 
Comparisons  
(all fields) 
Outcomes  
(all fields) 
Cancer survivor* 
OR 
Cancer Patient* 
OR 
Neoplasm* 
Group cognitive behav*  
Group cognitive 
Group behav* 
Group CT 
Group CBT 
Group based cognitive 
Group based behav* 
Group based CT 
Group based CBT 
RCT 
Randomised 
controlled 
Randomized 
controlled 
Random* 
 
 
Anxiety 
OR 
Worry* 
OR 
Worrie* 
OR 
Anxious  
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Appendix F Participant information sheet 
 
 
 
 
 
 
 
 
 
 
Faculty of Social and Applied Sciences 
Clinical Psychology Doctoral Programme 
Canterbury Christ Church University  
Tunbridge Wells  Campus 
 
Participant	Information	Sheet.	Version	4.	06.12.2018	/	IRAS	Project	ID:	245854	
 
 
 
 
 
 
 
 
   
Participant Information Sheet  
 
 
Cancer survivors’ experiences of receiving group Cognitive Behavioural 
Therapy (CBT) 
 
Hello. My name is Sonia Lopes and I am a trainee clinical psychologist at Canterbury 
Christ Church University. I would like to invite you to take part in a research study. 
Before you decide it is important that you understand why the research is being done 
and what it would involve for you.  
 
What is the purpose of the study?  
The study aims to explore how people with different types of cancer experience group 
Cognitive Behavioural Therapy (CBT). This project hopes to develop an understanding 
of what factors impacted on your experiences including which aspects of receiving group 
CBT were helpful and less helpful. 
 
Why have I been invited?  
According to the World Cancer Research Fund (2018) “… cancer survivors are defined 
as all people who have been diagnosed with cancer, including before, during and after 
treatment.” 
You have been invited to take part in the study because you have been previously 
diagnosed with cancer and have taken part in a group CBT programme within the last 
two years. 
 
Do I have to take part?  
Taking part in this study is entirely voluntary and it is up to you if you decide to join the 
study. If you agree to take part, I will then ask you to sign a consent form. You are free to 
withdraw at any time, without giving a reason. This would not affect the standard of care 
you receive. The researcher will stop interviewing after completing 15 interviews; 
therefore, there is no guarantee that you will take part if you contact the researchers 
after they conducted 15 interviews. 
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Faculty of Social and Applied Sciences 
Clinical Psychology Doctoral Programme 
Canterbury Christ Church University  
Tunbridge Wells  Campus 
 
Participant	Information	Sheet.	Version	4.	06.12.2018	/	IRAS	Project	ID:	245854	
 
What will happen to me if I take part?  
If you are interested in taking part, you will be asked to attend an interview with the 
researcher. Please contact me (Sonia) either by email or telephone, using my contact 
details below. I will then contact you to arrange a suitable date and time for the interview 
to take place. We can either arrange a telephone interview or a face-to-face interview at 
central London or at the University campus, whichever is most convenient for you. If it is 
uncomfortable for you to sit in a fixed position for an hour, we will try to ensure a 
comfortable environment and allow time for breaks as needed. 
The interview will have open questions and we anticipate that it will take approximately 
one hour though you will be free to take breaks if you need. The interview will be audio-
recorded but all information will be anonymised and destroyed when no longer needed. 
You will be asked a number of questions about your experience of living with cancer and 
taking part in the group CBT programme. We understand that some experiences can be 
difficult to talk about, and you will be free to talk at your own pace.  There will be a space 
to discuss your experience of the interview process at the end. 
 
Expenses and reimbursements    
You are able to claim for up to £10 for travel costs of participating in the study. 
 
What are the possible benefits of taking part?   
If you choose to take part in the study we have an opportunity of gaining a better 
understanding of the experience of people living with cancer who have completed the 
group CBT programme. It may also help us better understand what factors are important 
and this may help tailoring and improving treatments in the future. 
 
What are the possible disadvantages and risks of taking part? 
Your views could potentially help improving services in the future however; this is more 
likely to be of the benefit of cancer survivors attending group CBT in the future, rather 
than benefiting those taking part in this project. 
To get a clear understanding of your experience, although most questions are quite 
broad, you might feel sensitive or find it difficult to answer some of these. The researcher 
will ask questions in a sensitive manner, and you are free not to answer some of them if 
you prefer. 
Although it is not expected that taking part in this research project will cause great 
distress in participants, questions will be asked about sensitive information. However, 
please let the researcher know if you experience any distress during the interview. The 
researcher will then stop the interview and give you the option for to continue the 
interview later or at a different time or, to end participation in the research project. In the 
unlikely event of the level of distress being substantial then the researcher may suggest 
that you contact your GP. 
 
Will my taking part in this study be kept confidential?  
Data from this study will be handled in accordance with the provisions of the General 
Data Protection Regulations (GDPR) 2018 and what you tell the researcher will be kept 
confidential except if you disclose information that indicate that you or others might be at 
risk of harm.  
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Appendix G Consent form 
 
 
 
 
 
Faculty of Social and Applied Sciences 
Clinical Psychology Doctoral Programme 
Canterbury Christ Church University  
Tunbridge Wells  Campus 
 
Consent	form.	Version	4.	06.12.2018	/	IRAS	Project	ID:	245854	
 
 
 
 
 
 
 
Informed Consent Form 
Cancer survivors’ experiences of receiving group Cognitive Behavioural 
Therapy (CBT)  
        Please initial each statement: 
 
1. I confirm that I have read the information sheet Version 4 dated 06/12/2018 for the 
above project and have had the opportunity to ask questions and have had these 
answered satisfactorily. 
2. I understand that my participation is voluntary and I am free to withdraw consent at 
any time, without giving a reason, and without my legal rights being affected. 
3. I agree to have the telephone or face-to-face interview audio-recorded and 
anonymous quotes will be used in reports.  
4. I understand that data collected may be looked at by responsible representatives 
from the Canterbury Christ Church University and by supervisors from University 
College London NHS Foundation Trust. I give permission for these individuals to have 
access to relevant information. 
5. I understand that such information will be treated as strictly confidential and 
handled in accordance with the provisions of the General Data Protection Regulations 
(GDPR) 2018. 
6. I understand that data will be kept for five years at Canterbury Christ Church 
University, and results from this project might be published and I agree that 
information resulted from this interview to be used for that purpose. Confidentiality and 
anonymity will be maintained and it will not be possible to identify me from any 
publications. 
7. I agree to participate in the interview. 
 
 
 
Name of participant (Print)        Signature of participant                Date 
 
 
Name of researcher (Print)              Signature of participant       Date 
 
 
1 copy is for the participant and 1 copy for the investigator file 
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Appendix H Invitation letter Trust A 
 
This has been removed from the electronic copy. 
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Appendix I Interview topic guide  
 
 
 
 
Faculty of Social and Applied Sciences 
Clinical Psychology Doctoral Programme 
Canterbury Christ Church University  
Tunbridge Wells  Campus 
 
Interview	topic	guide.	Version	2.	17.08.2018	/	IRAS	Project	ID:	245854	
 
 
 
 
 
 
 
  
Interview – Topic Guide 
 
Exploring cancer survivors’ experiences of receiving group Cognitive Behavioural 
Therapy 
 
 
Introductions and Background 
Briefly introduce myself; say the aims of study, check length of interview, audio-
recorded, signed consent form. 
 
 
1. Experiences of having cancer 
a. What was your experience of having cancer?  
i. Prompt: cancer type, stage and treatment type, and when 
had cancer diagnosis 
b. What symptoms did you experience? 
c. What treatment side effects did you experience? 
 
2. Finding the CBT group 
a. How did you find the group CBT?  
i. Prompt: who referred you? 
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Faculty of Social and Applied Sciences 
Clinical Psychology Doctoral Programme 
Canterbury Christ Church University  
Tunbridge Wells  Campus 
 
Interview	topic	guide.	Version	2.	17.08.2018	/	IRAS	Project	ID:	245854	
 
ii. Prompt: how long were you waiting between the referral and 
starting the group? 
b. What led you to attend group CBT?  
c. What problems were you experiencing at the start of the group? 
d. When did you attend group CBT?  
i. Prompt: recently or a few years ago 
 
3. Experience of receiving group CBT 
a. What was your experience of receiving group CBT? 
b. What was helpful? 
c. What was unhelpful? 
i. Prompt: Positive and negative aspects of your experience 
 
4. Characteristics/Factors that influenced your experience 
a. What characteristics or factors that influenced your experience? 
i. Prompt: both positive and negative factors 
 
5. Views regarding group format and CBT therapy received 
a. What are your views regarding the group format? 
b. What are your views regarding CBT therapy received? 
i. Prompt: What was helpful? What was unhelpful? (e.g. 
information received, learning to accept symptoms, goal 
setting, problem solving, how many sessions did you attend)  
ii. Prompt: Are you using or have you used any techniques that 
you learned at the group CBT?  
iii. Prompt: What could or should have been included? 
 
6. Perceived impact of group CBT on general wellbeing 
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Appendix J Interview topic guide (topic questions progression) 
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Appendix K Confidentiality transcribing agreement 
 
This has been removed from the electronic copy. 
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Appendix L Extracts from research journal 
Selected extracts 
 
May 2017 
I feel that I should have started my research journal earlier, but it is better earlier than never.  
I was really excited today as I met with a cancer survivor who reviewed my research project design and she found it really interesting 
topic and acceptable for cancer survivors to take part. She did also review my first draft of the Interview Topic Guide and her help with 
this was greatly appreciated. She identified a number of questions that did not seem to be clear for her, I made note of her suggestions. 
July 2017 
Finally submitted my MRP proposal today after having done more than five versions that were back and forth between supervisors. It 
was really hard work but I feel it was worth it. I suggested doing IPA for my methodology, lets hope it is accepted. 
September 2017 
I am excited to start my second year of doctorate even though scared with how much it still needs to be done for my MRP. I already 
worked on the Interview Topic Guide and changed the questions that were not acceptable to the cancer survivor who piloted it.  I sent 
it to my supervisors and one of them gave me her comments today and she made further changes, as some were not well constructed. 
August 2018 
It does feel like a huge milestone achieved as today I finally passed my MRP proposal. I had to change my methodology for grounded 
theory as examiners felt it was more adequate for my research question. It does sound quite huge to use grounded theory and I  am 
both excited to learn a new methodology but also really worried it might be too complex to learn and understand. I am really glad that 
my main supervisor is an expert in qualitative research and has several publications using grounded theory. 
October 2018 
I finally got my NHS ethics approval for my project today. I never thought it would take so long as they did not seem to be ever satisfied 
and asked me to amend so many questions. I lost count how many emails I have exchanged and, after our telephone meeting (well  it 
had to be over the telephone) they ended up asking me to make so many changes to my research protocol. Anyway, I should celebrate 
now that one big step is taken. Now, I am still waiting to hear from HRA. 
December 2018 
Yay, I just got my HRA approval, finally!!! In reflection, I feel really upset about the whole process. I lost count how many emails we I 
have exchanged between HRA and NHS ethics. I feel a little bit annoyed with the fact that some of the changes they have asked me to do 
had already been reviewed by NHS ethics and HRA advice was going a little bit against what NHS had said. So now, I have to contact 
NHS ethics again to see if they are happy for me to make those changes to satisfy HRA. It just feels that I am doing one step forward, 
two steps back. My supervisor said this is unusual also because usually HRA is the overarching committee that was supposed to make 
the whole process easier, not the opposite. 
February 2019 
This is getting a bit ridiculous now. So, not only I had to contact Ethics and HRA again several times since being granted their 
approvals, I was now told I need another approval, that is from a specific research oncology group within the Trust where I am 
recruiting most of my participants. None of my supervisors had heard about this before so again, this feels a little bit unusual. My 
thoughts are: Will I ever be granted full permission to start recruitment? It seems pretty clear to me now that I will most likely not be 
able to finish my thesis on time for April submission that is disappointing.  
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February 2019 
I can’t believe that finally I have all approvals I need. I got accepted to the research oncology group fairly quickly and then I was told I 
needed another approval and I almost felt desperate about approvals. But the latter was really quick, it was a few weeks and I had it, its 
called the Confirmation of Capacity and Capability approval and I am finally ready for starting recruitment.  
April 2019 
I am feeling a bit sad today. Even though I made significant efforts to contact more than 3 charities and they had advertised my project, 
I have not heard from anyone yet, no participants so far. I also chased Dr XXXXX who is the clinical psychologist who runs the group 
CBT for anxiety for CS and her clients are likely to be my main source of participants for my study. The problem is that she is 
understandably very busy at work and said she can not contact her patients this month because of being busy and going on holi day 
soon. 
June 2019 
I am continuing to chase Dr XXXXXX but she said to me again that she is quite busy. Without her help, I am not sure I will actually have 
any patients as none from charities had contacted me. I contacted three more charities that also advertised but again no one had 
contacted me back. I hope my project is viable and that I don’t have to change my topic as recruitment is basically in standby.  
August 2019 
I interviewed my first participant today. The interview went really well and it lasted 54 minutes. I was so curious to see what the 
patient might say in answer to my questions but also a little bit anxious to see if my interview topic guide was acceptable, and it was. I 
already have 4 more interviews booked for September. I tried to space them out as much as I could to do analysis interim interviews. 
September 2019 
A few participants had to re-schedule their interview to October. One was going on holiday and the other two I am not sure but they 
sounded like they really wanted to take part so hopefully they will not give up. I am really excited that I have further patients in my list 
that might be eligible. New themes had already emerged between interviews and I added more questions to the Interview topic guide.  I 
find this bit so exciting, finding new themes! 
October 2019 
It has been interview after interview. I am currently on interview number 8. I can’t believe that finally it is happening. It has been so 
interesting learning from CS’ experiences. One I was particularly surprised as he said that he went to the group feeling very positive 
about his health and about the group. However, he has lung cancer and I know really well that lung cancer patients have a very poor 
prognosis and might have a significant short life expectancy. It was really interesting to challenge my views on how patients with lung 
cancer might feel about their cancer and themselves. He was such a happy and positive person that I was lovely to witness.  
November 2019 
I interviewed my last participant today. I am so excited and over the moon. The data I gathered is indeed great, all my interviews lasted 
more than 48 minutes which I was not expecting as patients with cancer usually struggle to concentrate for long periods of time, or 
have pain and find it hard due to this. I feel I have learned so much from my participants and they have definitely challenge d my views 
on many things. For example, being positive when having a bad prognosis, or feeling really anxious and panicky when actually they had 
just been granted the full clear after five years of watchful waiting. My participants’ anxiety had also somewhat impacted on my 
interviews. For example, one participant re-scheduled our interview four times. I spoke with my main supervisor about this because I 
would not usually chase participants more than twice but he kept asking me to ring him at a later date. And when we did the interview, 
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I realised it was all due to anxiety. He was avoiding talking to me because part of him did not want to talk about his experience of 
cancer. However, the other part of himself wanted to help as he really enjoyed attending group CBT and felt it had helped him so much. 
So, I am glad I was so grateful to his participation and to minimise his anxiety, on the day of the interview, I said “I will ask you 5 follow 
up questions about your cancer experience and then all the others will be about the group”. And this really seemed to have he lped him 
engage in my interview and he was so much more relaxed talking about the experience of the group CBT. Now is further analysis and 
discussion with my supervisor. I love my project because psycho-oncology is the area I want to become a specialist clinical 
psychologist. I am so glad I did not give up on it even though I faced all the approvals and recruitment obstacles.  
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Appendix M Coding table 
 
 
Category Subcategory 
 
Open codes 
Journey to accessing 
group CBT 
 
 
 
 
 
 
 
 
 
Power of hearing other 
CS stories 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Connection with other 
CS’ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Initial contact with the 
group 
Hopes about group CBT 
that led to engagement 
 
 
 
 
 
 
 
Feeling normal by hearing 
other people’s stories 
Learning from comparison 
with other CS 
The impact of negative 
narratives 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Worries about speaking in 
the group 
Preference of talking to 
others who really 
understand  
Mutual support and sense 
of belonging in the group 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Problems at time referral 
Referred to group 
Self-referral to group 
Reasons for going 
Waited short time 
Waited long time 
Attended group recently 
Motivation for group 
Positive expectations 
Negative expectations 
 
Feeling normal as others also experience same problem 
Hearing about others struggling puts own case into perspective, helpful 
Listening to others stories, helpful 
Listening to other stories helpful as others doing worse than me 
Valued people in different working circumstances (context) 
Valued different gender 
Valued different age groups 
Good to compare with others and put our experience in perspectives 
Learning coping strategies from participants 
Learning from others with different ways of coping 
Learning coping strategies from other participants 
Focus on negatives and lack of positives 
Space for people to moan about things 
Left group because focus on negatives causing emotional harm 
Attending group provoked panic attacks 
Got panic attack as a result of attending group 
Reason for NOT continuing to go to other sessions (drop off – difficulties 
attending) 
Hearing negative stories is sad and traumatic 
Would prefer to have people with same cancer 
Difficult to witness others getting upset 
 
Being in a group helpful (format) 
Groups are anxiety provoking but positive 
Group as unhelpful 
Don’t like talking in groups/anxiety provoking 
Like groups 
Challenge myself going to groups 
Confidence in talking in groups 
If uncomfortable talking in groups can be difficult to attend 
Safe place to talk 
Being in a group unhelpful (format)  
Worried over sharing in group  
Worried about being judged 
Views on format  
Smaller groups 
Group too big 
Bigger groups mean less time for people to participate 
Balance nr of people depressed in each group 
Good to speak with people who understand what having cancer means 
Disclosure of cancer or not 
Disclosing to others not helpful 
Negative experiences of disclosure 
Disclosing to others difficult as others have MH problems not helpful 
Disclosing helpful 
Positive experiences of disclosure 
Disclosing to others  
Disclosure and relationships 
 Disclosing info to mother and children, including reactions of children to 
diagnosis  
Impact cancer diagnosis on relationships with others  
Talking to others helped 
Talking to others who really understand as have similar experience 
Sharing with others as catharsis 
Helpful to share with cancer survivors as not wanting to share with others 
like family 
Helpful being able to help others 
Being in a group 
Helped with isolation and realising those who are not isolated also do not 
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Gaining an 
understanding of anxiety 
 
 
 
 
 
 
 
 
 
 
 
 
Coping mechanisms that 
can be put in place 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Accepting that I had 
cancer and I can deal 
with it 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Limited prior 
understanding on how 
anxiety works 
Making sense of anxiety 
experiences 
 
 
 
 
 
 
 
 
 
New ways of dealing with 
anxiety 
Practical exercises during 
sessions and homework 
Challenges to ongoing use 
of techniques  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Challenges to cancer 
diagnosis acceptance 
Moving towards cancer 
acceptance  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
do well 
Talking and group discussions helpful 
Support system mainly from group itself 
Unhelpful talking about breast cancer in front of men 
Mixed experiences about group 
Neither did good nor bad 
Positive and negative simultaneously 
Got in contact with group members after it ended  
 
 
Learning about understanding how anxiety actually works 
Views CBT facilitators  
Valued facilitators support when someone needed 
Facilitators had empathy 
Facilitators good 
Learning information on how anxiety works and that is a physiological 
response 
Identifying and breaking anxiety patterns   
Recognise early signs of anxiety 
Identifying and breaking anxiety patterns  
Anxiety was the common factor 
Better understanding of anxiety 
 
 
Views CBT psychoeducational techniques 
Views all other CBT techniques 
Learning coping strategies from facilitators 
Learning how to challenge negative thoughts 
Helped being reminded of what helps and asked to do them 
Techniques/therapy helpful overall 
Learning tips on how to deal with anxiety from facilitators 
Thinking and challenging negative thoughts 
Replacing negative thoughts with alternatives 
Dealing with triggers through group 
Links between thoughts, feelings and behaviours 
Visualisation techniques were helpful 
Relaxation through diaphragmatic breathing 
Problem solving techniques 
Doing mindfulness exercise in session helps 
Practical exercises were helpful 
Provided materials to bring home helpful 
Mindfulness at end of sessions was great 
Relaxation through diaphragmatic breathing 
Goal setting helpful 
Journal to complete weekly 
Homework  
Techniques used after group ended  
Mindfulness 
Relaxation through diaphragmatic breathing 
Focus on positives 
Goal setting helpful 
Journal completed weekly 
Put positive quotes on my kitchen fridge door 
Factors that CBT techniques was unhelpful 
Divided into little groups to deliver a project 
CBT can feel like an assignment 
Negative beliefs about helpfulness of psychology 
 
 
Avoiding getting cancer diagnosis 
No symptoms prior diagnosis 
Several symptoms prior diagnosis 
Diagnosis 
Type cancer 
Emotional reaction (diagnosis 
Cancer acceptance 
Cancer beliefs 
Helped accepting cancer diagnosis 
Helped coping with cancer trauma 
Learning to accept symptoms and cancer 
Learned how to live with cancer-related uncertainty and fear of recurrence 
Valued people with different diagnosis 
Helped with pain acceptance  
Helped with medication acceptance (morphine/pain) 
Better cancer acceptance 
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Looking differently at the 
future 
 
Developing hope about the 
future 
New things CS might be 
anxious about 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Being signposted to other specialists 
Going to sessions helped getting independence and a routine 
Focus on positives 
Learn that I can seek support if needed 
Hearing all these other ways of dying 
Listening to traumatic treatment or experiences causes more anxiety 
Listening about peoples experience of cancer recurrence unhelpful 
Unhelpful hearing moans about NHS 
Unhelpful hearing about other reproductive organ cancers 
Positive physical impact 
Helped with sleep 
Helped with sleep by reducing anxiety and reducing panic attacks, & 
travelling by bus to session was helpful 
Helped with dealing with hypochondria/health anxiety by talking 
Psychological changes 
Positive psychological impact 
CBT improved mood 
Deal better with anxiety 
Deal better with anxiety and stress  
Deal better with fear of cancer recurrence 
Still have anxiety but not so severe 
Reduced social phobia 
Knowing what helps  
Got tools to improve sleep  
Focused more on positives 
Ability to think/hope about the future  
Improved relationships at home and work 
Negative psychological impact 
More anxious due to witnessing others having cancer recurrence 
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Appendix N Coded transcript 
Table with Interview, Open Codes, Subcategories and Categories. 
This has been removed from the electronic copy. 
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Appendix O Author guidelines for the Integrative Cancer Therapies Journal 
 
This has been removed from the electronic copy. 
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Appendix P End of study report  
 
This has been removed from the electronic copy. 
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Appendix Q Participant feedback form  
 
End of study summary for participants 
 
Study Title: Cancer survivors’ experiences of group CBT for anxiety 
 
Aims 
- Despite cancer survivors (CS) living longer, cancer diagnosis impacts significantly on 
their anxiety and quality of life (QoL).  
- Although studies investigating the effectiveness of group CBT in CS have increased, 
there remains a paucity of data exploring CS experiences. 
Methods 
- To investigate CS’ experiences of receiving group CBT for anxiety and mechanisms of 
change at play.  
- Due to limited research in this area, qualitative grounded theory methodology (GTM) 
was applied to the data gathered from interviews. 
Findings 
- Thirteen CS with different cancer types, aged 29-75, took part either in a telephone or 
face-to-face interview.  
- A framework was developed of CS group experiences for anxiety as well as mechanisms 
of change.  
- Findings indicated that group CBT seemed acceptable amongst CS because, although a 
range of experiences were reported, CS felt that the positives outweighed the negatives 
because anxiety improved.  
- The main mechanisms of change were understanding anxiety, and accepting anxiety, 
greater support and access to tools. Findings indicated that CS considered that group 
CBT helped improving anxiety. Some of the mechanisms of change were feeling that 
their experiences were normal, sense of belonging, greater support, understanding and 
new ways of dealing with anxiety that all seemed to have contributed to cancer 
acceptance and greater hope about the future. Some of the negative experiences reported 
included a focus on negative narratives including hearing about cancer recurrence or 
about other possible ways of dying. 
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Implications 
- Group CBT intervention seemed to be acceptable for CS who reported improved anxiety 
and range of experiences.  
- Despite a small sample size and ethnicity underrepresentation, clinicians may benefit 
from using these interventions with CS.  
- Future research is needed to confirm current model and findings. 
 
Thank you very much for your participation in this study. If you have any queries regarding the 
study results please do not hesitate in contacting me. 
 
 
Yours Sincerely, 
 
Sonia Lopes 
Trainee Clinical Psychologist 
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Appendix R Feedback form for NHS Ethics and R&D 
 
This has been removed from the electronic copy. 
 
